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Medicine 


Autoimmunity 
T. W. Fyles, M.D. 


In the past few years there has been a growing 
interest in autoimmunity as. the possible cause of a 
wide variety of diseases. For many years it was 
suspected that autoantibodies might arise to one’s 
own tissues and produce cellular damage in pat- 
terns that we recognize as clinical entities. The 
recent development of a variety of immunological 
techniques has resulted in the detection of anti- 
bodies to cellular constituents and has led to a 
reawakening of interest in autoimmunity. 

By autoimmunity is meant an immune response 
manifested either by circulating antibodies or by 
a delayed or cellular sensitivity which is capable 
of reacting with the individual’s own tissues. The 
causative agent may vary widely. In the strict 
sense it implies that the inciting antigen is an 
element of the host tissue alone. In certain instan- 
ces, however, exogenous materials, e.g., drugs and 
bacterial products may couple to body proteins 
or cells and confer a special antigenicity upon 
them. Diseases produced in this manner cannot be 
considered truly autoimmune but do bear certain 
similarities to autoimmune diseases. 

The development of autoimmunity implies an 
alteration in the host’s ability to recognize his own 
tissues. Current ideas about autoantibody forma- 
tion depend largely upon the clonal selection hy- 
pothesis of Burnet. He suggests that in embryonic 
life contact between antibody forming cells and 
embryonic antigens blocks the normal pathways of 
antibody production to these antigens and results 
in tolerance of the host to his own tissues. This 
concept has derived considerable support from 
Medawar and his colleagues who later induced 
tolerance to skin homografts in animals by injec- 
tion of living donor cells into embryos of host 
animals. The development of undesirable autoim- 
mune reactions depends upon the failure of this 
mechanism as a result of which the host no longer 
recognizes his own tissues and may therefore 
manifest immune responses to them. It has recently 
been suggested that failure to develop immuno- 
logical tolerance to one’s own tissues in embryonic 
life may be a genetically transmitted defect. 

The diseases of man in which autoimmunity may 
be implicated differ greatly as to whether the auto- 
immune responses cause the essential pathology 
or whether they are merely concomitant develop- 
ments in the course of the disease. They may be 
roughly classified according to the three types of 
evidence implicating autoimmune mechanisms in 


man: 


(1) Autoimmune hematological diseases associa- 
ted with specific circulating autoantibodies. 

(2) Diseases produced by immunization with 
tissue antigens. 

(3) Diseases associated with an affinity of the 
host’s gamma globulin for certain tissue 
constituents. 

1. Autoimmune Hematological Diseases Associated 
with Specific Circulating Autoantibodies. 

In this group of disorders it has been possible 
to demonstrate specific autoantibodies to erythro- 
cytes, platelets and leukocytes. These antibodies 
can also be passively transferred in serum to nor- 
mal individuals with reproduction of the disease. 
The production of autoantibodies to the formed 
elements of the blood results in the following 
conditions: acquired hemolytic anemia, leucopenia 
and agranulocytosis, and idiopathic thrombocyto- 
penic purpura. On occasion more than one cell 
type may be the target of the autoimmune process 
with the production of various combinations of the 
above conditions. In some instances ingestion of 
drugs and foods may act as an exogenous sensitiz- 
ing agent in combination with a formed element 
of the blood but in such cases the disease cannot 
be considered to be truly autoimmune. 

2. Diseases Produced by Immunization 

with Tissue Antigens 

Animals immunized with tissue homogenates will 
develop various disorders affecting the thyroid, 
testes, uvea, articular tissues and the central 
nervous system. Many of these diseases in ani- 
mals resemble clinically and pathologically certain 
human diseases of unknown origin. It has recently 
been suggested that these conditions may be auto- 
immune in origin. The evidence for this concept is 
not as good as in the hematological autoimmune 
diseases since circulating autoantibodies may not 
be demonstrable and attempts to transfer these 
diseases passively by transfer of cells or serum 
have been unsuccessful. Nevertheless, there is 
considerable evidence to suggest that autoimmune 
mechanisms accompany these diseases although 
no conclusive evidence exists that autoimmune 
responses cause the human disease entities. 

In human thyroiditis circulating antibody to 
thyroglobulin has been found and there is a 
close resemblance between this disease and that 
produced in animals by immunization with thyro- 
globulin. Animals immunized to extracts of central 
nervous system develop a disease which is mor- 
phologically very similar to acute disseminated 
encephalomyelitis in humans and has certain 
features in common with multiple sclerosis. The 
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aspermatogenesis which follows testicular trauma 
in humans is also thought to be autoimmune in 
origin due to the extravasation of sperm; a similar 
condition can be induced in animals by immuniza- 
tion to sperm. Similarly, sympathetic ophthalmia 
in humans can be reproduced in animals with 
injection of uveal extracts. Rheumatoid arthritis 
and glomerulonephritis also bear marked similari- 
ties morphologically to similar diseases produced 
in animals by immunization with the appropriate 
tissue extract. Because of the morphological and 
in some instances clinical similarity between these 
human diseases and their counterparts produced in 
animals by immune processes there exists the 
strong possibility that they may be autoimmune in 
origin although our understanding of the patho- 
genesis is not complete. 

3. Diseases Associated with an Affinity of the 
Host’s Gamma Globulin for Certain Tissue 
Constituents 

In a variety of human diseases evidence of an 
affinity of the patient’s gamma globulin for various 
tissues has been demonstrated. This observation 
has been made in disseminated lupus erythemato- 
sus, lupoid hepatitis, chronic hepatitis and macro- 
globulinemia. The location of the patient’s gamma 
globulin at the site of the essential pathological 
lesion in these diseases has led to the suggestion 
that it represents autoimmune antibody. There is 
as yet, however, no convincing evidence that this 
is so or that this reaction is of any consequence in 
the development of the disease. In disseminated 
lupus erythematosus there is the additional finding 
of serum antibodies which react with nucleoprotein 
and probably account for the L.E. cell phenomenon. 


It is apparent that considerable evidence has 
accrued in the past few years with the development 
of newer immunological techniques to suggest that 
autoimmune mechanisms play a part in a variety 
of diseases. In the autoimmune hematological 
diseases the detection of specific autoantibodies 
which will reproduce the disease in normal patients 
affords the most convincing evidence of true auto- 
immune disease. In the other diseases of suggested 
autoimmune origin the information at present 
available does not clarify the role of autoimmune 
reactions in the pathogenesis of the diseases. Never- 
theless, it appears likely that such autoimmune 
reactions as have been demonstrated may be more 
than just concomitant features of disease. The 
rapid advances in the field of immunology which 
are presently occurring will undoubtedly clarify 
and extend our knowledge of the part autoim- 
munity plays in these diseases. 
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The Pharmacology of Oral 
Hypoglycaemic Agents 


K. L. MacCannell, M.D. 

It has been recognized for many years that a 
large number of chemically unrelated compounds 
would lower the blood sugar after oral administra- 
tion. Prior to the discovery of insulin in 1922, many 
such compounds were tested but all proved too 
toxic for human use. Several reviews!-4 recently 
have presented the historical background of this 
subject. 

The commercial availability of insulin greatly 
reduced investigation in this field. However, in 
1942, during clinical evaluation of an antibacterial 
sulphonamide derivative, severe hypoglycaemia 
was observed. This drug, an isopropylthiadiazole 
derivative of sulphanilamide, was thoroughly in- 
vestigated by Laboutiéres in the following decade, 
but no drug reached clinical trial until after the 
discovery in 1955 of a superior agent, carbutamide 
(BZ 55), a sulphonylurea (Fig. 1). In the few 
years that have followed, about 1,500 similar com- 
pounds have been synthesized and tested, but only 
three of these have been submitted to extensive 
clinical trial — tolbutamide, chlorpropamide, and 
metahexamide; and only two have survived — tol- 
butamide (MobenolR, OrinaseR) and chlorpropa- 
mide (Diabenese®). 


HN NH, 


SULPHANILAMIDE 


HN NH-CO-NH—C,H, 


CARBUTAMIDE (82 55) 


TOLBUTAMIDE (ORINASE, MOBENOL) 


Cl SO=NH=CO— NH— CH, 


CHLORPROPAMIDE (DIABENESE ) 


PHENFORMIN (OBI) NH NH 
Figure 1 


Although the hypoglycaemic action of biguanides 
was first recognized in 1929, it was not until 1957 
that a suitable agent in this group was available 
for clinical trial. This was phenethylbiguanide or 
phenformin (DBI). 
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Sulphonylureas 

Although others are being tested, the only two 
agents presently meriting clinical consideration are 
tolbutamide and chlorpropamide. Although both 
of these agents are close analogues of the parent 
compound, carbutamide, substitution of methyl 
and chlorine respectively in the para position of 
the benzene ring (Fig. 1) has eliminated anti- 
microtial activity and has decreased toxicity. 

Because of differences in technique, doses, and 
species employed in different studies, there has 
been much confusion, regarding the mechanism of 
action of these agents. It is now fairly well estab- 
lished that the main, although not necessarily the 
exclusive action, is the release of endogenous 
insulin. The large amount of experimental work 
in favor of this mechanism has recently been re- 
viewed2. 4. This explanation is in accord with the 
early observation that these agents are not effective 
in pancreatectomized animals, and with the clinical 
observation that they act only in maturity-onset 
diabetes. Moreover, postmortem studies have shown 
that there is very little extractable insulin in pan- 
creata of patients who have not responded to these 
agents, and conversely, a reasonable amount in the 
pancreata of those who have respondeds. 6. 

Both tolbutamide and chlorpropamide are well 
absorbed after oral administration. They are very 
nearly equipotent, but chlorpropamide may be ad- 
ministered in smaller doses because of its longer 
duration of action. For the same reason, divided 
daily doses of this agent are not necessary. The 
increased duration of action of chlorpropamide is 
referable to the fact that it is not degraded in the 
body. Tolbutamide on the other hand, is.metabol- 
ized to the biologically inert carboxyl form. 

The convenience of an oral over a parenteral 
agent should not be exploited at the cost of 
increased toxicity. With agents which must be 
administered chronically, consideration of toxicity 
is particularly important. Although the sulphony- 
lureas do not approach insulin in safety, the inci- 
dence of side effects with tolbutamide is low, and 
they usually are minor. Dyspepsia, pruritis, and 
urticaria are most common, although thrombocyto- 
penia has been reported occasionally. Although 
thousands of patients on this continent have re- 
ceived tolbutamide, only one case of hypoplastic 
anaemia has been reported?. Hepatic toxicity has 
not been reported and biochemical parameters of 
liver function are not affected’. On the other hand, 
intrahepatic jaundice has been noted with. chlor- 
propamide’. 10, and fatal aplastic anaemia also has 
been reported with this agent!!, 

These major toxic manifestations are only in part 
dose-related. However, it would seem reasonable 
to stay below a dose of 1.0 gram per day for 
chlorpropamide, and three grams per day for 
tolbutamide. 

Because of the clinical potency and longer dura- 
tion of action of chlorpropamide more frequent 


and more prolonged hypoglycaemic reactions are 
seenl2 , It is interesting that higher doses of chlor- 
propamide may cause muscle weakness, vertigo, 
and mental confusion which is unrelated to hypo- 
glycaemia, although the similarity of these symp- 
toms to hypoglycaemia shock is obvious. 


An occasional patient on tolbutamide!3 and more 
commonly, chlorpropamide!4, will display an idio- 
syncrasy to alcohol’ This usually is similar to the 
reaction seen when alcohol is consumed in the 
presence of disulfuram (antabuse), with flushing, 
tachycardia, nausea and vomiting. However, some 
of these patients display all the signs and symp- 
toms of acute alcoholic intoxication after ingestion 
of very small amounts of alcohol. This type of 
reaction is not referable to hypoglycaemia. 

Despite almost forty years experience with 
insulin, the question has not been answered whether 
tight insulin control of hyperglycaemia prevents 
the appearance of the complications of diabetes 
mellitus. It is unreasonable to expect that this 
information will be available soon for the newer 
agents. However, after five years’ experience with 
the sulphonylureas, there is no suggestion that 
the appearance of complications is accelerated. 
Complications such as diabetic neuropathy have 
appeared on institution of sulphonylurea therapy}5, 
but it is well known that the same phenomenon 
may occur when a patient is brought under control 
with insulin. 

When it became reasonably certain that these 
drugs act through stimulation of insulin release, 
fear was expressed that prolonged stimulation of 
the islet tissue might lead to exhaustion atrophy 
and worsening of the diabetes. Animal studies have 
failed to support this fear!6, and clinical studies 
indicate that patients who have been returned to 
insulin after months or years on sulphonylureas 
generally display no increase in insulin require- 
mentl7, 18, 

Soon after the introduction of the sulphonylureas, 
and following several near fatalities, it became 
apparent that these agents were of little value 
in the juvenile diabetic, or in the adult “brittle” 
diabetic. Many criteria have been set forth for 
choosing suitable candidates for oral sulphonylurea 
therapy; these are criteria for selecting the mild 
maturity-onset diabetic. The presence of diabetic 
complications, of hepatic damage, or of sensitivity 
to the sulphonamides should be considered contra- 
indications. Although pregnancy is now common 
in diabetic women, few such women are suitable 
candidates for suphonylurea therapy. However, 
it is now considered that, should a patient who 
is controlled by sulfonylureas become pregnant, 
insulin should be substituted during the course 
of the pregnancy. Animal studies have indicated 
a possible teratogenic effect of these drugs upon 
the foetus, and recent clinical reports suggest this 
also occurs in the human. 


li 
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The sensitivity of mild diabetics to sulphonylurea 
therapy is not well correlated with the dosage 
of insulin previously used. However, in general 
terms, the larger the insulin dose, the less likely 
will be a favorable response to the sulphonylurea. 
A sulphonylurea response test has been used in 
attempts to delineate those diabetics who would 
respond favorably to oral therapy. This involves 
determining blood glucose before and following a 
single dose of the drug. However, the test has 
proved unreliable and has largely been abandoned. 
It is quite obvious that the bulk of the diabetic 
population are mild diabetics, and most are pos- 
sible candidates for oral therapy. Nevertheless, 
many of these may be managed by diet and 
weight reduction alone. The rest would ordinarily 
require supplemental insulin, and it is in these 
individuals — perhaps twenty per cent of the dia- 
betic population—where the drugs are of the most 
value. 

There is no universally accepted protocol for 
converting a patient from insulin to sulphonylurea 
therapy. If a suitable candidate for sulphonylurea 
therapy has been receiving small doses of insulin, 
it probably is safe to suspend the insulin abruptly 
and start the patient on oral therapy. If the insulin 
requirement has been on the order of fifty units or 
more per day, and there is a possibility of keto- 
acidosis developing on cessation of insulin therapy, 
it probably is wise to decrease the insulin gradually, 
concurrently increasing the sulphonylurea until the 
patient is controlled with the sulphonylurea alone, 
or is returned to insulin because of poor control 
with the oral agent. Because of the relatively lower 
potency and short duration of action of tolbuta- 
mide, a loading dose is required. This usually 
consists of three grams the first day and two 
grams the second day. The dose is then adjusted 
according to the biochemical response. Because of 
the increased clinical potency of chlorpropamide, 
loading doses would be expected to cause acute 
hypoglycaemic reactions and are not employed. 


It is difficult to obtain a reliable estimate of 
the number of patients responding to the sul- 
phonylureas because clinicians vary greatly in 
their criteria for patient selection, in the dietary 
restrictions imposed, and in what they consider 
satisfactory control. Nevertheless, it is becoming 
apparent that the incidence of primary failure (i.e., 
little or no hypoglycaemic response to the drug) 
in maturity onset diabetes is very small, and prob- 
ably 10-15 per cent. 


It is worth noting that an occasional patient 
exhibits a delayed response to the drug. It is not 
known how many “primary failures” would be in 
this category if administration of the drug were 
continued. What is becoming apparent is that the 
incidence of secondary failures (ie., arbitrarily, 
loss of response after the first month of therapy) 
increases with the duration of therapy. Long term 


followup studies are only now beginning to appear, 
These indicate that of 10 patients showing a good 
initial response to sulphonylurea therapy, four will 
have escaped control by the end of the first, six by 
the end of the second, and seven by the end of 
the third year. Several explanations for the high 
incidence of secondary failures present themselves. 
First, the diabetes might become more severe; 
secondly, the patient might become refractory to 
the drug; or thirdly, less attention might be paid 
to dietary restrictions. The last is most likely. It 
is known that patients on these agents tend to gain 
weight unless their diet is controlled carefully. 
Moreover, it is now well established that an animal 
may be made diabetic with alloxan, treated suc- 
cessfully with a sulphonylurea, and pushed back 
into frank diabetes by heavy feeding. Dietary 
management is still the important facet of diabetic 
control that it was before the advent of these 
agents. 

Much is made of the fact that chlorpropamide 
may work in tolbutamide failures. Conversely, 
tolbutamide occasionally works in a patient who 
has failed to respond to chlorpropamide. 

A large number of papers have appeared recently 
on combined sulphonylurea-insulin therapy. Such 
combined therapy is rational only if it succeeds 
in stabilizing the diabetes. Simple reduction in 
insulin dosage is of no value in itself. It appears 
that stabilization does indeed occur in an occasional 
juvenile diabetic. This may be interpreted in two 
ways. The sulphonylurea might be releasing some 
insulin from a pancreas with some functional islet 
tissue. On the other hand, since some juvenile 
diabetics are overtreated as a result of failure 
to recognize the rebound phenomenon, apparent 
stabilization might be due simply to a decrease in 
the administered insulin. 

Biguanides 

Although analogues have been employed in 
clinical trials, the only biguanide commercially 
available is phenformin (DBIR). The mechanism 
of action of this agent is not clear. It seems reason- 
ably well established that peripheral glucose 
metabolism is increased through interference with 
aerobic glycolysis but it has not been established 
that this is the main mechanism of the hypogly- 
caemic effect. It is apparent that biguanides do not 
release insulin from the pancreas, since they are 
effective in depancreatized animals and in juvenile 
diabetics. In contradistinction to the sulphony]l- 
ureas, there is very little depression of blood sugar 
in the normal subject. 

While no serious toxicity has been reported in 
man, phenformin has very appreciable side effects, 
predominantly nausea, vomiting and diarrhoea. 
These occur at doses which are well within the 
therapeutic range, and preclude the use of the 
drug in about 40 per cent of patients. The gastric 
disturbances are not due to direct irritation of the 
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stomach, but appear to be related to central stimu- 
lation by the agent. 

Phenformin will produce hypoglycaemic respon- 
ses in both maturity onset and juvenile diabetics. 
In the latter, it rarely replaces insulin completely. 
Because of the uncertainty of the mechanism of 
action, its use is now restricted primarily to 
attempts to stabilize brittle diabetics. As with com- 
bined sulphonylurea-insulin therapy, phenformin- 
insulin therapy will stabilize an occasional juvenile 
diabetic. However, it is becoming clear that this 
is not an innocuous procedure. It is very easy to 
lose control of the patient while judiciously lower- 
ing the insulin and increasing the phenformin. 
Moreover, in the case of the juvenile diabetic, 
vomiting is a particularly undesirable side effect. 
There are now several reports of juvenile diabetics 
developing severe and even fatal ketoacidosis while 
on phenformin-insulin therapy, even while eugly- 
cemic!9. 20, In contrast to the sulphonylureas, it is 
possible that with the biguanides one is treating 
the blood sugar rather than the diabetes. 

Other Uses of the Hypoglycaemic Agents 

The sulphonylureas have been used experiment- 
ally in several diseases other than diabetes mellitus. 
Favorable results have been reported recently in 
certain types of schizophrenia2!, acne22, paralysis 
agitans23, multiple sclerosis24, thromboangiitis obli- 
terans25, and angina pectoris26.27, Virtually all of 
these conditions have a large subjective component 
and no double-blind studies have yet been re- 
ported. It is worth noting that the sulphonylureas 


may produce hypoglycaemic shock in the non-. 


diabetic as well as in the diabetic. This could 
well be fatal to the patient with severe coronary 
artery disease. 


Summary 

After five years of extensive use, the place of 
oral hypoglycaemic agents in the management of 
diabetes still cannot be defined with certainty. 
Many mature diabetics presently receiving sul- 
phonylureas probably could be managed effectively 
by diet alone. Patients who require insulin in 
addition to dietary management are the most logi- 
cal candidates for treatment with these agents. 
Here the relative cheapness of the parenteral ad- 
ministration of insulin must be balanced against 


the ease of administration of the more costly oral 
agents. The use of sulphonylureas with insulin in 
juvenile diabetics must at present be regarded as 
experimental, and their value in non-diabetic con- 
ditions is not established. 


The sulphonylureas apparently act by a more 
physiological mechanism, release of endogenous 
insulin, than do the biguanides. The latter also 
have the disadvantage of causing prohibitive side 
effects in a relatively high percentage of patients 
at doses which are well within the therapeutic 
range. Of the two sulphonylureas currently avail- 


able, tolbutamide is clinically less potent and some- 


what more expensive. However, the number of 
patients responding to tolbutamide is not signifi- 
cantly less than to chlorpropamide. In addition, 
tolbutamide would appear to be considerably less 
toxic than the latter agent. 
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Orthopaedics 


Trauma, Rehabilitation and 
Physical Disability 


E. D. McBride, M.D. 
Oklahoma City 


Rate Incidence of Trauma Follows 
Increase of Hazards 


The incidence of trauma continues to increase 
in the last few years principally due to the rapid 
expansion of heavy industry and the increase of 
speed in transportation. Automobile transportation 
is probably our greatest cause of severe injuries. 
A close second is our mechanized homes and farm, 
with slippery rugs, washing machines with rollers, 
belts, pulleys, cog-wheels and tractors in which to 
catch fingers and fracture arms, legs and backs. 


In this discussion we are interested in the 
evaluation of physical impairment and in rehabili- 
tation. When an individual is obviously physically 
impaired, he is commonly termed a cripple. In 
medical-legal terms he is said to be “Disabled.” He 
may be identified as a physically “handicapped 
individual.” Just how much handicapped he may be 
as the result of his injury may depend greatly upon 
his opportunity for rehabilitation and readjustment. 

We must remember that the body can receive 
severe trauma and not develop a permanent dis- 
ability. I make this point because sometimes in 
evaluating disability in Compensation and Liability 
Cases it is concluded that since the injury was 
severe there must be justification for compensation. 


First Aid Splinting of Fractures is Important 
The Thomas Splint is Still Useful 
First Aid Equipment 

I mention the old Thomas splint to remind you 
that there is still need of first aid splinting of frac- 
tures for transportation. The old adage “Splint 
them where they lie” is still applicable in the first 
aid treatment of fractures. A conscientious effort 
to avoid permanent disability must start with first 
aid. All too often severe fractures are transported 
many miles with no splinting at all. The necessity 
for treating shock may greatly delay definitive 
treatment of the fracture or dislocation. Who 
knows how often proper first aid splinting might 
have saved a life! We read the obituaries of auto- 
mobile accidents in the morning newspaper, but 
never is the agonizing pain and suffering, or the 
extent of shock revealed to the public. Only the 
patient, the doctor, and often the insurance company 
feel the full impact of the errors and neglect of 
efficient first aid and early treatment of severe 
trauma. 


Delivered at the first Manitoba Symposium on Orthopedic 
Disabilities and Rehabilitation, November, 1960. 


The Importance of Rehabilitation 
is Rapidly Gaining Recognition 

Fortunately we now have excellent rehabilitation 
facilities that are accomplishing a great deal for 
the physically handicapped. I think that one of the 
greatest influences that has stimulated interest in 
rehabilitation has been the original work of Crip- 
pled Children’s Societies that began in the early 
twenties. When I started to practice orthopaedic 
surgery in Oklahoma after World War I no one 
seemed to be interested in Crippled Children. It 
was before the Shriners had started to build their 
Crippled Children’s Hospitals, and before the Inter- 
national Rotary Club had started their program for 
Crippled Children. Gradually the organization of 
Crippled Children’s Societies all across the country 
has given rise to great confidence in the accomplish- 
ments of orthopaedic surgery and rehabilitation. 


The Workmen’s Compensation Act has Created 
a Greater Necessity for Rehabilitation 

Unfortunately the administrators of the Compen- 
sation Law are bound by legal restrictions which 
limit the opportunities for rehabilitation. Employ- 
ers and insurance carriers try to save money 
by early settlement. Claimants often spend their 
award foolishly. There is much to be done in this 
field. Even those surgeons who treat trauma often 
fail to realize that rehabilitation begins with the 
treatment of the injury. The surgeon should fore- 
cast his prognosis of the final disability and try to 
lessen it through his treatment. He should consider 
the man’s job and direct his efforts to preserve 
the functions required of the injured structures. 
Procrastination in reducing a dislocation or a 
fracture, indecision or poor judgment in selecting 
appropriate mechanical measures, or failure to 
ask for consultation where injury to the head or 
internal organs may alter early approach to the 
extremity problem and may greatly affect the final 
permanent physical impairment. The mental re- 
action of the individual to his injury is important. 
Here too, the surgeon can. be very helpful in pre- 
paring the man’s mind for the eventuality of his 
physical impairment. Such expressions as, “Oh, 
John, you'll get well!” — “Everything will be all 
right!”—“We’'ll get this fixed up,” may be fine for 
early encouragement, but in the later stage of 
recovery when the individual becomes aware that 
he is going to be greatly handicapped in his job, 
the impact of this realization can create a serious 
impact to his mind. This may be the beginning of 
an anxiety complex which will greatly handicap 
his interest in rehabilitation and readjustment. 
Then too, the insurance adjuster may start nego- 
tiations for settlement or a court hearing. He hears 
the lawyers present evidence, and the testimony of 
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doctors with their baffling medical terms, all of 
which promote psychosomatic reactions that may 
be very difficult to overcome. 


The Evaluation of Disability in a Percentage 
Rating is Confusing to the Medical Mind 

The evaluation of disability is an appraisal of 
the permanent effects of injury on the ability to 
accomplish useful work. That sounds like a simple 
definition, but I want to impress upon you that 
legally, the evaluation of disability is the re- 
sponsibility of the advocate as well as the doctor. 

It is the responsibility of the medical pro- 
fession to determine the extent of the physical 
impairment. When this is accomplished and de- 
fined in percentage rating the administrators of 
the law may adjudicate the legal rights. Both the 
doctor and the advocate are responsible for the 
rehabilitation and the readjustment of the disabled 
individual back to his social and economic useful- 
ness. The greatest stumbling block in evaluating 
disability is the failure of the doctor to recognize 
the limitations of his prerogatives. He is prone to 
encroach on the prerogatives of the advocate. He 
is a citizen; he is a family man; he is likely to 
include in his rating of the disability many factors 
which are to be judged by the administrators of 
the law. For example, in court the doctor is often 
asked if the claimant can do a certain job. For 
instance, can he be a carpenter, or can he go back 
to his job as a plumber? He cannot competently 
answer a question of this kind. The doctor has 
never been a plumber or a carpenter. However, he 
can say whether a man can grasp, pull, push, kneel, 
run, or jump. He can explain the loss of function 
so that the administrators can interpret them in 
respect to limitations of occupation earning capa- 
city. The American Medical Association, in their 
Committee on Disability, tried very hard to im- 
press this upon us. The Disability Committee of 
the Academy of Orthopaedic Surgery takes a 
similar view on disability. The surgeon should 
form his opinion through his medical knowledge of 
physical impairment. It is not within his scope of 
medical practice to determine disability to satisfy 
a grievance of the individual; to evaluate the loss 
of earning capacity, to estimate the compensation 
for loss of specific functions or damages to the 
body. 

The Scope of Medical Responsibility 

Medical responsibility involves a thorough exam- 
ination and an estimate of the permanent physical 
impairment as it limits body functions. To evaluate 
means to measure. If you are to evaluate some- 
thing, you want to measure it. But when you 
measure something you usually have a ruler or 
some standard by. which to make measurements. 
In the rating of physical impairment to deter- 
mine the disability it is unfortunate that we have 
no standards. The American Medical Association 
Committee on Disability decided that the only real 


standard of measurement was that of motion. They 
established a rating guide based on the laws of 
motion of joints. However, this falls far short of 
evaluating the physical impairment. Such factors 
as neuro-muscular limitation and pain are also 
important. 


For many years I have been interested in estab- 
lishing some method of evaluation that would fit 
in with our medical conception of diagnosing and 
evaluating diseases and injuries and avoid influ- 
ences of legal stipulations. In medical school we 
were trained not to guess at a diagnosis, not to 
“make a stab” at it, so to speak. I am afraid this 
is ignored in evaluating disability. We may be 
perfectly honest in our opinion, but we are not 
honest unless we apply the same medical thorough- 
ness in disability evaluation as in medical diagnosis. 


The greatest variation of medical opinion occurs 
where the claim of injury is not supported by 
demonstrable evidence of injury. It is the aim of 
legal counsel to win his case. He is likely to seek 
medical opinion that favors his client. All too often 
a doctor gains the reputation of being a “claimant’s 
doctor” or a “company doctor.” 


Whatever it may be that promotes such a 
reputation, it is not always a lack of integrity or 
honesty. Sometimes it is humanitarian sympathy 
and a proneness to believe all the complaints of 
the exaggerating claimant. Sometimes he is un- 
wittingly persuaded to testify because his lack of 
qualification can be used to an advantage. 

Recently I was supposed to testify in a damage 
suit over a truck-car accident. I had examined the 
injured driver of the car and saw him on two visits 
for a painful neck. He complained only of stiffness 
and soreness and wanted to return to his job in 
which he had to drive about 300 miles per day. 
After considerable maneuvering the case was 
transferred to a small oil field town noted for ex- 
cessive recovery in damage suits. In this town was 
a kindly old doctor, well known for his loyalty to 
whichever side he was engaged to testify as an 
expert witness. I followed him on the witness 
stand and some x-ray films of the neck and spine 
were presented for my interpretation and opinion. 
Many of the vertebral bodies were bordered by 
osteophytes as would be expected in a man age 64. 
I explained the findings to the jury as well as I 
could. But I noticed a wax pencil mark on each 
area involved. The claimant was rendered a ver- 
dict for $13,000. I found later the doctor had 
testified that each of the osteophytes was a fracture 
and he had designated 22 areas with his wax pencil. 
Evidently the jury of home folks did not believe 
the “city specialist.” 

Evaluation of Disability and Possibilities 
of Later Improvement 

Usually Evaluation of Disability is based on the 
permanent state after treatment is ended and 
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maximum improvement has been attained. How- 
ever, when can it be said that maximum im- 
provement has been attained? The Industrial 
Commission, so many times, influenced by the 
enthusiasm of the attorneys for settlement, will 
decide the award before the disability has reached 
the permanent state. Too often the industrial 
courts are indifferent to rehabilitation. 


The lawyer’s definition of permanent disability 
differs with the doctor’s definition. The lawyer 
seems to feel that the condition is permanent when 
the doctor has finished his treatment. We all know 
many injuries improve greatly after the doctor’s 
dismissal. 

The Procedure of Rating Disability 

The medical evaluation of disability is an 

appraisal of the extent to which a permanent 


physical impairment will lessen the usefulness of. 


the body or parts of the body. Unfortunately we 
have no definite standard of measurement in 
order to rate disability. The variations in human 
capabilities cannot be catalogued or standardized. 
Therefore, our standard of measurement from the 
medical point of view is the individual himself. 
What is normal for one person may be sub-normal 
or above normal for another. When disability has 
resulted from injury, it is necessary to define as 
clearly as possible his physical status preceding the 
injury and then determine as clearly as possible 
resulting physical impairment and to what extent 
it has created disability. This cannot be done with 
plumb-line accuracy. It can only be done through 
thorough clinical analysis of the individual case at 
hand. 


Schedules which grade disability may be useful 
as a guide but they should not be relied upon, 
totally, for a rating of disability in an individual 
case. For many years I have been studying the 
possibility of evaluating physical impairment in 


its relation to disability by following medical prin-. 


ciples and concepts such as those we use in making 
a diagnosis. Our stumbling block in evaluating 
disability seems to be that of becoming confused 
and faced with the responsibility of making a 
definite percentage rating, and such rating is to 
meet the contentions of legal procedure in court. 
We realize that to offer a medical opinion in court 
based on scientific deductions is a hazardous and 
imperfect exercise of medical knowledge. In court, 
error of judgment is a matter of public record, 
therefore, the safeguard of professional integrity is 
that of accepted medical principles. All of the 
clinical tacts must be elicited relative to the actual 
clinic state of the disabled person and conclusions 
made should be based on positive and negative 
deductions. In arriving at an opinion on the 
percentage rating of the disability, we must ex- 
tend our efforts further and ascertain how much 
the anatomical alteration and clinical limitations 


will interfere with the working usefulness of the 
individual. 

I will try to demonstrate to you a system which 
I think will be useful in approaching the task of 
making a percentage rating. 

Percentage Rule of Severity 

I find that it has always been difficult for me to 
express my grading of severity of disability in 
terms of percentage. I have, therefore, devised 
what I call the percentage rule of severity as a 
measuring rod which will indicate a percentage 
corresponding to certain descriptive words such 
as, minor, mediocre, moderate, and severe. 


Severity Corresponding 
Expressed Percentage 
in Words Rating 
Negligible 
0 
Minor 
5 
Mediocre 
10 
Substantial be 
20 
Moderate 
_ 30 
Severe 
— 40 
Quite Severe 
50 
Very Severe 
60 
Extremely Severe a 
70 
Profoundly Severe . 
80 
Total 
100 


The Average Rating Barometer Test of Disability 

I call this system of diagnosis of disability, the 
average rating barometer because it is a method 
of testing what the average rating of all physical 
impairment should be in relation to the disability. 
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A. Component Number I Compute Loss of 
Disabling Physical Percent Each Factor by 
Impairments Loss Rule of Severity 

O Negligible 
1. Anatomic and Physiologic 
issue damage 
5 Minor 
2. Clinical Manifestations 
10 Mild 
3. Restrictions on Work 
20 Mediocre 
4. Restrictions on Working — 
Conditions 
30 Moderate 
5. Intangible and _— 
Reactionary Influences 
40 Severe 


B. Component Number II 
Disabling Functional Deficiencies 


50 Quite Severe 
1. Quickness of Action 


60 Very Severe 
2. Coordination 


70 
3. Strength 
4. Endurance 
- 90 
5. Security — = 
Total 100 Total 
Average Rating 


Example Case for Disability Evaluation 

Let us assume we have thoroughly examined a 
Workmen’s Compensation case in which there has 
been a severe trimalleolar fracture of the right 
ankle. The x-ray shows fractures of both malleoli 
have united with 25 degrees valgus angulation. 
There is a screw in each malleolus. The tendon 
achilles is shortened to prevent dorsiflexion beyond 
100 degrees. A mild traumatic synovitis exists. 
There is constant pain and soreness but the claim- 
ant is able to walk without support. His employer 
does not want him back on the job unless he can 
be fully efficient at his job which requires a great 
deal of walking and standing. He is 55 years old 
but physically able bodied except for the painful 
ankle. He refuses arthrodesis of the ankle. 


Detail Rating of Factors 
Component No. 1, Physical Impairment 
Unit 1, Anatomical and Physiologic Tissue Damage: 
Angulation Deformity 40.0 
Osteophytosis 30.0 
Foreign Body 20.0 
Synovial Changes 50.0 
Cartilage erosion 35.0 
Adhesions Tendons and Fascia 20.0 
195.0 
Average 32.5 
Unit 2, Clinical Manifestations: 
Pain and Soreness 50.0 
Limited Motion 65.0 
Chronic Swelling 25.0 
Noticeable Limp 25.0 
165.0 
Average 41.0 
Unit 3, Restrictions on Work Restoration: 
Walking 40.0 
Running . 70.0 
Standing 35.0 
Squatting 20.0 
Slimb 30.0 
Jumping 30.0 
225.0 
37.5 
Unit 4, Restrictions on Working Conditions: 
Fi 
joors 
Rough Terrain 40.0 
Darkness - 30.0 
Machinery hazards 20.0 
135.0 
Average 
Unit 5, Intangible Factors: 
Unfavorable Employability —............... 30.0 
Unpredictable | 
Limited Rehabilitation Possibilities _ . 30.0 
0 
Average for the five units —_.. ._. 38.8 


Component No. 2, Intrinsic Function 
. Quickness of Action 
Less ability, inhibited 
2. Coordination 
Awkwardness and 
Uncertainty 25.0 


3. Strength 
Weakness 30.0 
4. Confidence, Securi 
Uncertainty of Action 0.0 
5. Endurance 
Fatiguability of tissues 
160.0 
32.0 
Average for Component No. 1 - 88 
Average for Component No. 2 
71.3 
Average Disability —......... 35.6 


Perhaps approximately the same rating would 
have been made by an experienced examiner of 
Compensation Cases without all this detail. How- 
ever, a systematic detail analysis and rating of all 
the factors of disablement gives one added assur- 
ance of being right and I believe it is well to follow 
the medical conceptions of arriving at a diagnostic 
conclusion. 

I wish to thank this very attentive audience for 
the privilege of presenting these suggestions on 
disability evaluation and rehabilitation. 
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Surgery 


The Metabolic Response to Injury 
Helen Toews, M.D. 


The body has the ability to maintain a relatively 
constant internal milieu in the presence of changes 
in the external environment, some of which may 
cause disease. Many of these alterations to which 
the body must adapt elicit specific responses; exer- 
cise produces muscle hypertrophy while foreign 
protein stimulates antibody formation. There are 
also nonspecific physiological mechanisms, rather 
constant regardless of the exciting agent, which 
help to raise the body’s resistance to injury. The 
endocrine system plays a prominent part in this 
complex general response to stress. 

The concept that the organism reacts to injury 
with highly integrated metabolic changes was first 
proposed about fifty years ago. Cannon (1914) pub- 
lished his investigations on the emergency function 
of the adrenal medulla and showed that certain 
stimuli would release a substance which prepared 
the animal for fight or flight. Cuthbertson (1932) 
studied the alterations in protein metabolism 
following fracture of long bones, and found that 
urinary nitrogen was increased up to thirty days 
after the injury. 

Hans Selye is one of the best known in this field 
of research. He has termed the nonspecific systemic 
reactions which ensue upon exposure to stress as 
the General Adaptive Syndrome. Among the most 
prominent of these are enlargement of the adrenal 
cortex with increased secretion of corticoids, in- 
volution of the lymphatic organs, gastrointestinal 
ulcers and metabolic changes. This so-called syn- 
drome has three distinctive stages: 

(1) The Alarm Reaction, which includes all the 
non-specific phenomena elicited by sudden expos- 
ure to stress. It is subdivided into the stage shock 
followed by countershock. The phenomena of 
shock include hypothermia, hypotension, hemo- 
concentration and hypochloremia. Countershock is 
characterized by manifestations of active defense 
against shock such as increased production of 
corticotrophins and corticoids. 

(2) The Stage of Resistance, which includes all 
the non-specific reactions elicited by prolonged 
exposure to stress to which the body has acquired 
adaptation. It is characterized by increased re- 
sistance to a particular agent accompanied by 
decreased resistance to other types of stress. 

(3) The Stage of Exhaustion, includes all the 


non-specific reactions which result from prolonged | 


exposure where adaptation can no longer be 
maintained. 
General Body Metabolism 
The body temperature decreases during the shock 
phase of the alarm reaction, especially if defense 


is impeded by adrenalectomy or hypophysectomy. 
During the stage of countershock there is fever 
partly due to the fact that following trauma the 
tendency to sweat appears to be diminished. The 
decreased heat elimination which ensues results in 
fever. This accelerates the metabolic activity; it 
is possible that fever in moderation is beneficial in 
enabling the body to withstand trauma. 


The B.M.R. is usually below normal during the 
shock phase. This is followed by a raised B.M.R. 
during countershock, which as already mentioned 
is due in part to the increased body temperature. 
Another factor responsible for the increase in the 
general level of metabolism is the increase in 
thyroid hormone. This is the result of increases in 
the level of thyrotropic hormone triggered by the 
release of adrenaline. The pituitary secretion of 
thyrotropin results in increased thyroid activity 
which appears to be helpful in enabling the organ- 
ism to withstand trauma. It is an established 
clinical observation that hypothyroid patients are 
poor operative risks. 


The serum protein bound iodine which repre- 
sents the circulating thyroxine does not change 
following surgical trauma not involving the thyroid 
gland. Although thyroxine is being formed more 
rapidly following stress, it is at the same time 
being utilized in increased amounts by the tissues. 


Carbohydrate Metabolism 


The relationships between the pituitary, adrenal 
cortex, adrenal medulla and pancreas in the regu- 
lation of carbohydrate metabolism are well known. 
The blood sugar rises immediately following injury. 
This rise is chiefly due to the liberation of epine- 
phrine which promotes glycogenolysis. This incre- 
ment of blood glucose is fairly large but of limited 
duration. In more chronic stress, the response of 
the pituitary-adrenal axis results in the secretion 
of increased amounts of glucocorticoids which 
increase the formation of glycogen from protein, 
maintaining hepatic reserves. The function of 
insulin is to promote glucose utilization and to 
inhibit gluconeogenesis from nonsugar reserves, 
antagonizing the action of the glucocorticoids. The 
exact function of thyroxine in glucose metabolism 
is not established. Thyroidectomized animals show 
an exceptionally high blood sugar level, probably 
due to poor glucose utilization. 


Contrary to most other damaging agents, low 
atmospheric pressure increases liver glycogen. Lack 
of oxygen depresses sugar utilization and stimu- 
lates endogenous production of corticoids. A large 
amount of protein may thus be transformed into 
glucose, but since it cannot be adequately util- 
ized it is deposited as glycogen. Adrenalectomy 
abolishes this phenomenon. 
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Lipid Metabolism 

The fat content of adipose tissue diminishes 
during the alarm reaction, returns to normal in 
the stage of resistance and is again reduced in the 
stage of exhaustion. Lipid deposition in the liver 
is often increased during the alarm reaction, per- 
haps due to transfer from the fat depots. The fatty 
liver seen in starvation stress has been shown to 
be due in part to the action of a factor derived 
from the anterior pituitary endowed with the spe- 
cific capacity to accelerate the mobilization of depot 
fat. The thyroid gland has also been implicated as 
a controlling agent in fat transfer, the correlation 
between hypothyroidism and increased serum cho- 
lesterol level is well known. 


Protein Metabolism 

Trauma results in a negative nitrogen balance. 
There are three possible reasons for this. First 
there is the increased protein catabolism as a result 
of excessive breakdown of body tissue, secondly 
there may be failure of protein synthesis and 
thirdly there may be decreased caloric intake fol- 
lowing the injury. This is accompanied by in- 
creased NPN, polypeptide, amino acid, urea and 
uric acid in the blood. 

The increased nitrogen excretion which follows 
trauma has been considered by some to result from 
an increased activity of the adrenal cortex. Corti- 
coids can produce a negative nitrogen balance, but 
adrenalectomized animals still present an increased 
nitrogen output. Experimental work has shown 
that adrenocortical hormones mobilize nitrogen 
from lymphoid tissue, but that thyroxine is mainly 
responsible for mobilizing muscle nitrogen. Neither 
corticoids nor thyroxine are necessary for the 
mobilization of liver nitrogen but both can increase 
it. 

Globulins increase at the expense of albumin 
after burns, trauma or other stress. It is probable 
that an important fraction of protein catabolites 
which appear in the blood originate in the lymph- 
atic organs due to the action of the corticoids. 
Adrenalectomy prevents lymphatic tissue atrophy 
and the rise of gamma globulin. Recent work by 
Melgren and Lundin (1960) has shown that there is 
hyperplasia of spleen follicles and plasma cell infil- 
tration following stress. This also occurs following 
injection of pituitary hormone and is probably 
due to the action of thyrotropin or somatotropic 
hormone. 

Mineral Metabolism 

A pronounced decrease in blood chlorides is one 
of the most constant changes in the shock phase 
following injury and may also be present in the 
state of exhaustion. This is not due to increased 
chloride loss through urine, since it cannot be 
prevented by bilateral nephrectomy and urinary 
chloride excretion is usually decreased. The hypo- 
chloremia is probably due to increased leakage into 
the intercellular spaces or into transudates. The 


blood level of sodium runs parallel to chloride, but 
the changes are less marked. Blood potassium 
rises during the shock phase, probably due to a 
discharge of intracellular potassium which accom- 
panies the catabolic phenomena characteristic of 
the reaction to trauma. 

The hypochloremia, hyponatremia and hyperkal- 
emia reflect a relative adrenal insufficiency state 
during the first phase of the reaction to injury. In 
the resistant phase the chloride and sodium are 
high while the potassium is low due to increased 
activity of the adrenal cortex. Mundy and Blane 
(1960) have demonstrated transiently high sodium 
and low potassium in rats exposed to cold. At the 
same time the urine sodium/potassium ratio was 
abnormally low. There was also a rapid increase in 
urinary oxysteroids supporting the belief of in- 
creased adrenocortical secretion. 

The blood volume is decreased during the shock 
phase, but rises above normal during countershock 
as sodium is retained. It tends to remain high 
during the stage of resistance. Diuresis is likewise 
diminished during the shock phase, but rises above 
normal during recovery. 

Many organ systems including the heart, lym- 
phatic tissue, liver, spleen and pancreas undergo 
change as a result of stress. It has been found that 
hyperactivity of the adrenal cortex such as follows 
injury or administration of ACTH and corticoids 
results in hyperactivity of the gastric mucosa. 
There is thus an increased secretion of HCl and 
pepsin. Siurala and Railo (1960) have demonstra- 
ted a correlation between the decrease of eosino- 
phils in the blood resulting from administration of 
ACTH or corticoids and the concurrent rise in the 
excretion of uropepsin. 

Since adaptation to environment is one of the 
most important physiological reactions in life, the 
feeling is now in some quarters that some of 
the most common diseases such as hypertension 
and nephrosclerosis are diseases of the adaptive 
mechanism. Hall and Cross (1960) have reported 
experimental results on mice which suggest that 
animals exposed to periodic stress develop amyloid 
deposits in the spleen adrenals and kidneys. 
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Psychiatry 
— 
School Phobia tuting one symptom for another, however, and 


K. S. Sharpe, M.D. 


School phobia is a misnomer, actually it is a 
separation anxiety which occurs not only in early 
childhood, but also in later years, even at fifty 
years of age, albeit rarely. School phobia, then, is 
a symptom of this fear of separation and develops 
under very definite circumstances. 

I. Definition 

School phobia may be defined as partial or total 
inability to attend school that results from an 
irrational dread of some aspect of the school 
situation. 

Even where an unpleasant school encounter may 
have precipitated the symptom the experience is 
likely to have been one to which other children 
have been exposed, with, at most, only temporary 
distress. Changing the teacher, class or school 
regularly prove ineffectual in relieving the symp- 
tom. The physiologic symptoms of anxiety or even 
panic develop when departure for school is immin- 
ent. However, the overt fear of school as the focus 
of his anxiety may be totally absent and may only 
be inferred from symptom restriction to school 
days. Moreover, the symptoms may not actually 
be experienced but only feared. It should be 
pointed out that these children are not truants. A 
truant typically dislikes school, is an indifferent 
scholar, and prefers to pursue his pleasures roam- 
ing the streets. He is usually aggressive, not in- 
frequently sociopathic and uses elaborate devices 
to cover his felony. In contrast the child with 
school phobia is usually a good student, frequently 
a model of deportment and has vocational goals 
for which schooling is required. Rather than con- 
céaling his difficulty in school attendance from his 
parents he alarms them with his dismay and turns 
to them for solace. He is very concerned that his 
disorder will become known to others, and because 
of this as well as other fears he remains close to 
home. 

Apprehension about school attendance is not un- 
common among early grade pupils and may occur 
transiently in older children, but, if symptoms 
persist more than a few weeks, the possibility of 
an incipient school phobia must be considered. A 
persistently negative attitude toward school is in- 
variably expressive of social or personal pathology. 

The basic difficulty is fear of leaving home and 
mother, i.e., a separation anxiety which may be 
defined as a pathological emotional state in which 
child and parent are involved in a relationship 
characterized primarily by an intense reciprocated 
need to be in close physical proximity. This widens 
the area of the difficulty to include the family unit. 
Using the term separation anxiety is only substi- 


contributes little to our basic understanding. 
II. Incidence and Social Patterns 

In last decade an increasing number of cases 
have come to the attention of child psychiatrists. 
Current estimates run about 30 of every 1,000 ad- 
missions to child psychiatric clinics. It is uncertain 
if there has been any real increase and there is 
almost certainly a large unreported reservoir. There 
is no particular social incidence and as mentioned 
it can commence from the first school attendance 
to early adolescence. If anything, it is more com- 
mon in girls. Some authorities feel there is a high 
incidence in only children or one born a number 
of years after his siblings. Most authorities dis- 
agree with the contention that there can often be 
found a prolonged separation from the parents in 
early years. A recent move of the family is a 
common occurrence. 

III. Clinical Features 

Invariably the school phobia is related to some 
significant precipitating event climaxing often a 
series of short period school absences for rather 
trivial reasons. The anxious child presents mani- 
festations of the basic defence mechanisms of 
attack or withdrawal. The presenting complaint 
may be any one of a wide variety of somatic 
symptoms with the distinguishing features of early 
morning onset, prompt subsidence once school atten- 
dance is avoided and singular absence on holidays. 
The actual symptoms may take the form of anor- 
exia, nausea, vomiting, diarrhea, syncope, asthenia, 
headache, abdominal pain, blurring of vision, 
diffuse or focal muscle aches, malaise or even un- 
explainable low grade fever. The child may also 
express fear of darkness, storms, heights, animals 
or closed places. The fears may be evident in night- 
mares, thumbsucking, stuttering, sleep-walking, 
nail-biting, habit spasm or enuresis. Any child 
may have one or two of these without problems 
but any more are significant. 

Most authorities agree fairly closely on the 
etiology, dynamics and clinical course of the symp- 
tom, but similarity of the intrapsychic and intra- 
familial dynamics should not obscure the fact 
there are many individual differences especially in 
regard to the severity of the disturbance. Coolidge 
separates the disorder into two groups; the 

(1) neurotic 
and (2) characterological types 
which he feels has some relevance for prognosis 
and management. School phobia may be associated 
with widely varying degrees of emotional disturb- 
ances ranging from transient anxiety to severe 
character disorders bordering on psychosis. School 
phobia occurring in the adolescent represents a 
much more serious intrinsic disturbance of general 
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adjustment. School phobia is much more common 
in the elementary school child, occurring as an 
acute disturbance with a very favorable prognosis. 
In the adolescent group school phobia reveals 
chronic deeply embedded problems that yield 
slowly to treatment, and the prognosis is less 
favourable. The underlying dynamics of symptom 
formation in the two groups are the same. Central 
to the problem in both groups is an exaggerated 
dependency on both parents, particularly the 
mother. 

With the neurotic group the onset is acute and 
dramatic. Parents may note a change in the child’s 
personality concurrent with the onset of symptoms, 
he becoming more tense and demanding. The child 
still functions well in intellectual and social pur- 
suits. Clinically the overall personality seems 
basically intact and the symptom represents an 
acute regressive reaction. This group handles the 
conflict by displacement from its focus on mother 
to the school by the phobic mechanism probably 
since it is the logical authoritarian source to fear. 
They recognize the undesirability of their new 
adjustment and wish to master their fears and 
return to school. The characterological group is 
uniformly more deeply disturbed and more severely 
afflicted. There are indications of a deeper charac- 
ter disturbance existing from an early age. In 
general there is less of an acute onset and of a 
sudden regressive shift in the overall personality. 
The onset here is the climax of a relentless process 
rather than any abrupt change. The school phobia 
is an integral part of a more diffuse picture of a 
generalized fear of the outside world. 

The neurotic group represents mainly younger 
females and the characterological group older 
males. Some authorities such as Johnson feel that 
the characterological group is the neurotic group 
with a longer and more severe history and an 
insidious onset. Coolidge feels the courses and 
prognosis are different for these groups, and that 
they deserve such a grouping. 

IV. Psychodynamics of Symptom Formation: 
(1) Inbred Family Constellation 

An outstanding pattern in every case is the 
psychologically inbred characteristics of these fam- 
ilies. Not only is there a deep interdependency 
between relatives, but often close living arrange- 
ments. There.is usually a lack of interest in any- 
thing outside the family constellation. 

(2) Neurotic Involvement of Mother with 
Her Own Family 

Psychologically none of these mothers feel 
adequate in a motherhood role and express deep 
feelings of inadequacy in contrasting themselves 
with their own mothers. 

(3) Neurotic Involvement of Father 
with the Family 

The fathers form an integral part of the family 
pattern. The fathers tend to be submissive, ineffec- 


tive and weak persons with little interest in their 
children. Both parents tend to have been unduly 
dependent on their own parents. 

(4) Immature Marital Adjustments 

There tend to be few divorces or separations 
among the groups, but marital adjustments tend to 
be immature. 

(5) Neurotic Involvement with Death 

There is a high incidence of preoccupation and 
concern with death in both parents and children. 
Death of a loved one may be the precipitating fac- 
tor in the child’s inability to leave home. The fear 
of death and of separation are equated in the minds 
of these children and parents. 

(6) Neurotic Involvement of Mother with Child 

A deep unhealthy involvement of mother with 
child is a well established part of school phobia. 
These mothers tend to encourage dependency, 
although they do not excessively indulge their 
children. They attempt to master their own anx- 
iety and to cover their own inadequacy feelings by 
appearing strong and protective to the child. They 
involve themselves in all aspects of the child’s life. 
They act by both possessiveness and then with 
withdrawal to bind the child to them and to make 
it difficult for him to establish a separate identity. 
The parents gratify the child’s infantile demands 
and this prevents him from developing a capacity 
for independent activity. As a result situations 
demanding separation of child and parents may 
invoke intense anxiety. The anxiety around separ- 
ation becomes an especially difficult problem when 
it encounters the crucial test of the unrelenting 
demands of school. The child’s symptoms are 
comprehensible as his response to his mother’s 
ambivalent motivations. On the one hand she de- 
sires him to attain normal development and to 
attend school, but on the other she needs his close 
attachment to her. In our culture where the state 
control of citizens is minimal the tendency to 
remain enchained to the physical mother of child- 
hood is strong. It is interesting to note that in the 
totalitarian state of Russia school phobia is reported 
as rare. 

The child’s behaviour typifies the individual’s 
struggle to emancipate himself from his mother 
and attain independence. Contradictory handling 
of the child is extreme. A normal parent who has 
gained self reliance and a belief in her own worth 
feels little need to foster dependency in the child 
and is able to encourage his independent develop- 
ment. Normal dependency can be very easily 
prolonged beyond the stage where beginnings of 
independence should be encouraged. 

V. Treatment 

The problem usually comes quickly to the 
Doctor’s attention soon after its onset, and treat- 
ment is a matter of urgency. The Family Doctor 
and Pediatrician are ideally placed for prophylaxis. 
The crucial therapeutic task is to enable the 
child and family to liberate themselves from the 
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excessively close ties that stifle emotional growth. 
Treatment begins with a searching diagnostic 
evaluation, always remembering positive psycho- 
pathology does not rule out a concurrent organic 
lesion, A good history and physical examination 
will usually suffice to indicate a school phobia. The 
Doctor must then seek to determine the main 
issues in the family life that have given rise to 
the symptoms. A psychiatrist is not required with 
most early cases. The central focus in management 
is a prompt return to school. The Doctor need not 
fear the precipitation of an acute breakdown with 
adequate support to the child and family. The 
longer the school absence the more difficult is the 
return; the child fears the amount of work he has 
missed and his schoolmates’ reception of him. He 
does not want to lose the secondary gains of his 
disorder. 

In insisting on the child’s return to school the 
Doctor assures the child he is capable of it. With 
an incipient or merely threatened school phobia 
firm guidance of the parents in the need for regular 
attendance will usually suffice to avert the de- 
velopment of the full picture. 

In a more severe situation where there has 
already been prolonged school absence or with an 
adolescent the school personnel must be contacted 
and a psychiatrist consulted. A close treatment 
relationship must be established with the school 
especially the teacher, making clear to them the 
Doctor considers this a home problem rather than 
a school one. If no progress is being made by the 
parents to return the child to school civil authority 
may be approached to indicate forcefully to the 
parents that school attendance is compulsory. 
Some authorities advocate the use of certain inter- 
mediate measures in returning the child to school 
such as having the mother sit in the classroom. 
Others feel these are artificial encumbrances to 
self-esteem and growth and in many cases imprac- 
tical. Rather the number of treatment hours should 
be increased. 

The plan should be discussed fully with the 
child. He may be given some choice as to the 
schedule by which his return will be effected but 
he has no choice but to return. 

Various treatment methods are available to help 
the child. The pediatrician and psychiatrist are of 
great importance, especially in severe cases. The 
school personnel, especially the teacher, can be of 
great value. The Child Guidance Clinics serve to 
orient the child’s treatment. With severe cases in 
which the home situation is incompatible with any 
progress other means must be attempted. Residen- 
tial Treatment Centres are able to give total treat- 
ment to the child by pervading his whole living 
situation. Hospital Units are well suited to handle 
the acute phase of a severe case, but such drastic 
treatment is rarely required with school phobia. 
Day Care Centres help overcome some of the 
harmful aspects of residential units which remove 


the child from the normal pattern of family life. 
Rubin and Simpson have proposed a special class 
setting with an educational program geared to 
provide the child with satisfaction from learning. 
These will have limited use in school phobia. Treat- 
ment in general requires: 

1. Both parents should be treated with the child 
especially if the younger siblings are not to 
develop the same difficulty. 

2. Ancillary measures to strengthen the child’s 
ego should be employed. 

3. School return must be as soon as possible. 

4. There should be continual assessment of the 
family’s readiness to assume increasing re- 
sponsibility for independent action. 

The majority of these emotionally disturbed 
children are ultimately able to use their school 
experience constructively and show no signs of 
emotional or personality disturbance in other real- 
ity areas. Follow-up studies should be done to 
determine how successful they are in confronting 
the next steps in independent development, namely 
marriage and employment; 
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Trauma 


The Physician and the Driver 
Norman C. Hill, M.D. 


Probably an authentic North American tradition 
is the love of the Westerner for his horse. Although 
“Ol Paint” has gone the way of much of the grand 
impedimenta of the past, her spirit surely lives 
on—transformed today into the steel and power of 
the modern automobile. The remarkable feeling 
that the old-timer is said to have had for his pinto 
or roan, still is with us in the modern driver’s 
affection for his two-tone hardtop or even his old 
dusty ’53 Ford. 

It is not difficult to understand, therefore, why 
the ornery cuss whose job it is to separate Man 
from his Auto, is often placed in a category slightly 
lower than that of the horse-thieves of old. Further- 
more, a physician has so many unpleasant duties 
already, that he is scarcely to be blamed if he does 
not cast about for this particularly distasteful one. 
Nevertheless, it is becoming more and more appar- 
ent that the onus for the prevention of traffic 
accidents is settling more and more into the reluc- 
tant arms of doctors, probably because they are 
the only group of people along with police and 
possibly the insurance companies, who have a 
constant recurring interest in this problem. For- 
tunately, the physician is often in a position to 
render a more positive service than simply to 
suggest that a license be revoked. 

The medical aspects of traffic accidents can be 
divided into three categories: the physical, the 
psychiatric and the cultural. In each category the 
doctor may very well be asked to render help in 
the prevention of accidents. It should be pointed out 
that a distinction should-be made between drivers 
fit to drive commercial vehicles or passenger- 
transporting vehicles, and those who wish simply 
to drive private vehicles. The restrictions on the 
former should obviously be much firmer. 

Physical Disability 

Physical disability on the part of the driver, 
probably plays a good deal less of a role in traffic 
accidents than is generally realized. However, 
statistics in this regard are not reliable, as many 
people with physical disabilities who are involved 
in accidents, do not report them to the police or 
anyone else, for the obvious reason that their 
driver’s license and insurance may be suspended 
for their impairment. In addition, in many states 
and provinces, the driver does not have to report 
a physical disability until his license is renewed 
after a period of three years or even more, and, it 
can be realized, a great deal could happen in this 
interval. 

The greatest single group of physical diseases 
which are important are those which are associated 
with a loss, or a disturbance of consciousness. The 


most striking of these, of course, is epilepsy. A 
history of an epileptiform seizure is a certain 
reason to suspend a driver’s license. Usually this 
suspension is for at least eighteen months following 
the last seizure. Some provinces require that the 
driver be seizure free for at least a year without 
medications. 


The fact that the patient has an aura or a warning 
that the seizure is about to occur, is not considered 
sufficient reason to allow the patient to drive. It 
is well known that many seizures occur in this 
type of patient without any warning. Similarly the 
pattern of seizures, for instance, nocturnal occur- 
rence, is also not sufficient reason to allow a patient 
to drive. Although it is stated that epileptics only 
cause a small proportion of traffic accidents, this 
may not be altogether true, since many epileptics 
do not report their status when they are involved 
in an accident. Most authorities, however, do not 
think that epilepsy should be a reportable disease, 
as this would only lead to concealment of the 
patient’s symptoms from the physician. 

Less spectacular disturbances of consciousness 
are also sufficient reason to request that the patient 
stop driving. Such episodes might occur with 
Stokes-Adams’ disease, sensitive carotid sinus, 
episodes of cerebro-vascular disease, certain par- 
oxysmal cardiac arrhythmias and disturbances of 
conduction. In the latter instance premature beats 
are not significant, but certainly patients with 
paroxysmal irregular tachycardia, fibrillation, or 
flutter should not be operating commercial or 
passenger-transporting vehicles. If the patient is 
well controlled on medication, then it is probable 
that these arrhythmias, especially chronic ones, do 
not preclude the operation of private vehicles. 

Perhaps the least recognized of conditions which 
may cause disturbances of consciousness are those 
associated with the taking of drugs. Simply the 
fact that the patient is taking Phenobarb or some 
other mild sedation, is of course, no reason to 
restrict his driving. However, when a patient first 
begins to take drugs, especially tranquillizers, it is 
probably best if he does not drive his vehicle until 
the effects become apparent. After the reaction to 
the drugs is recognized by the patient, then he can 
safely drive. It is doubtful whether he should be 
driving commercial vehicles however. Two drugs 
which are commonly overlooked, in this regard, 
are the antihistamines and the sulfonamides. 

Very infrequently a patient with coronary heart 
disease may have an episode of unconsciousness 
which may result in a accident. It is probable that 
in the few cases in which accidents have been 
caused for this reason the patient has suffered his 
first attack and has not recognized it for what it 
was. There is no way of preventing this, of course. 
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Most people with angina can drive, especially in 
the city and in the daylight. A personal feeling is 
that a patient with a history of myocardial infarc- 
tion should be allowed to drive a car if he wishes 
to. 


Disturbances of vision are generally well scrted 
out by the local Motor Vehicle Branch, when the 
patient applies for his driver’s license. The patient 
should have vision of at least 20-40 in one eye to 
drive a car. A color blind person may certainly 
drive a vehicle but he should be told that he is 
color blind, so that he may learn to recognize the 
position of the lights on the traffic standards. One 
might mention here, that the recent practise of 
putting horizontal traffic lights at intersections in 
some centres, is a distinctly dangerous one from 
the point of view of the color blind driver. Tests 
of depth perception are useless. If the patient can 
Pass a road test it is likely that he has adequate 
depth perception. 


Disturbances of the skeletal system are little 
thought of, but sometimes important from the 
aspect of traffic accident safety. The patient him- 
self may not realize the degree of impairment 
which he has until it is too late. If the patient 
cannot turn his head more than fifty degrees, then 
he should have accessory equipment on his auto- 
mobile to help him. Outside mirrors may help 
as well as swivel seats. He shouldn’t be driving 
commercial or transport vehicles. Sometimes the 
patient who has had an arthrodesis is not able to 
handle the brake or clutch properly, and he should 
be warned of his disability. If a patient lacks an 
arm or a leg, a proper prosthesis or special equip- 
ment on the automobile is indicated. Such drivers 
usually have excellent driving records. They should 
be driving automobiles with power steering and 
power brakes. 


The elderly person caus2s very few accidents as 
compared to a similar number of drivers in the 
eighteen to twenty-four year age group. In addi- 
tion it usually happens that any elderly people 
driving automobiles are carefully watched by their 
accident-prone children for the slightest sign of 
decay and are soon reported. For this reason the 
problem is not a serious one at the moment, and 
most authorities do not feel that it is essential for 
all drivers to be tested yearly after a certain age, 
though periodic examinations after 70 are probably 
indicated. 

Psychiatric Disability 

This group of people might be classified in broad 
general terms, from the point of view of driving, 
as outright psychotics and neurotics, borderline 
psychopaths, and people who drink and drive. 

The problem with the outright psychotic and 
neurotic is not a serious one. Their licenses are 
suspended automatically once they are committed 


to an institution and are not given back until the 
doctor has certified that they have returned to 
normal behaviour. There is some recent evidence 
that an extrovert will cause a different kind of 
accident than an introvert, but the evidence that 
neurotic people cause more accidents is not over- 
whelming. 


A more dangerous group is the person who, for 
the want of a better term, might be called a border- 
line psychopath, not from the point of view of 
psychiatric accuracy, but from the point of view 
of motor accident culpability. Recent figures show 
that these people cause 20-30 times the number of 
accidents than the ordinary safe driver. Unfortun- 
ately, there is no way as yet of sorting out these 
people before a license is issued. Attempts to 
administer screening psychologic tests are met with 
political and practical objections. Single tests will 
not sort them out from the run-of-the-mill driver. 
Unfortunately, the only present index of future 
performance, is an examination of the past per- 
formance, although an examination of the marital 
record, the criminal record and the credit rating 
of these people shows a close correlation to their 
bad driving record. They show an indiscriminate 
irresponsibility. At the present time it is doubtful 
whether fatherly advice from the physician will do 
anything to restrict the furious driving habits of 
this group, and they have to be smacked down 
with suspensions and sometimes imprisonment. 
There is some evidence that this is an effective 
method of dealing with them, since their accident 
rate diminishes after punishment. 

The third group of mentally disturbed people 
are those who drink and drive. A physician may 
become involved with these people in the post- 
mortem room, or if the patient is more fortunate, 
the examining room of a police station or a hospital. 

Unfortunately, at our present state of social de- 
velopment a physician must depend on the history 
and physical examination to determine whether the 
patient is fit to drive his car or not. On attempting 
to determine whether the patient is too drunk to 
drive from history alone, the doctor should remem- 
er that the degree of impairment is related to the 
kind of liquor being drunk, the number of drinks 
taken, the time over which the drinks were taken, 
the condition of the stomach at the time drinking 
took place, the size of the man and his previous 
drinking history. Generally speaking a 150 pound 
man is not impaired if he has taken three drinks 
over four hours, of either Canadian beer or one 
and one-half ounces of liquor. However, eliciting 
the history of drinking is not a particularly scien- 
tific way of estimating a state of drunkeness. 

The physician examination may certainly be more 
helpful. One should guard against pronouncing the 
person drunk on the basis of an odor of alcohol. The 
odor of various alcoholic drinks is related to the 
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additives which are in them as anyone who has a 
friend who drinks rum can testify. A particularly 
useful test is the presence of nystagmus on lateral 
gaze, (providing the physician is wise enough to 
examine the ears as well, to rule out this organ as 
the source of the sign). One should also realize 
that certain people have the ability to force them- 
selves to perform tests while they are in an 
advanced state of bibulousness. A careful search 
should be made for evidence of head injury, dia- 
betes and other conditions which might simulate 
the slurred speech, ataxia and inco-ordination of 
the drunk. Lawyers are now well aware that the 
experience of the physician examining the alleged 
drunken driver is to some degree important in 
estimating the degree of intoxication. It appears 
that an inexperienced physician may pronounce a 
person drunk upon the basis of an alcoholic breath 
when in fact there is no appreciable blood level of 
alcohol. 

From the discussion of the difficulties of per- 
forming accurate history and physical examination 
it should be obvious that the only logical way to 
estimate impairment is by the use of blood, urine, 
or breath analysis test. The vast majority of people 
will be impaired when the blood alcohol level is 
at 0.05 gm.% (50 mgm.), and certainly there is no 
one who is not impaired when the blood alcohol 
has risen to 0.10 gm.% (100 mgms.). The blood 
levels are reflected very accurately in breath 
analysis tests which can be performed by trained 
police personnel. It should be pointed out that 
these tests, especially those analyzing the breath, 
do not increase the number of convictions, but 
often release from custody those people who 
have been wrongfully accused. Unfortunately, our 
present laws do not protect the physician from a 
charge of assault if he takes a blood alcohol, unless 
it is done for diagnostic purposes. This applies even 
if the drunk has given his permission to take the 
blood. 

Cultural Aspects 

The usual driver of an automobile is capable of 
unpredictable behavior at any moment. Since it 
has been impossible to change the design of the 
human cerebral cortex to this point, engineers, 
policemen and doctors have co-operated in trying 
to change the design of the automobile. 

It is a mistake to say that because a car is more 
high powered it is necessarily more dangerous. 
Increasing the horsepower of the automobile has 
not significantly altered the average highway speed 
of the automobile over the last 10 years. The fact 
is, a car with power brakes and other power equip- 
ment can stop faster and pass other cars in a much 
shorter length of time. Certain features which are 
now almost standard have been brought about by 
the automotive industry. These are the padded 
dash, recessed dashboard knobs, the dished steering 
wheel, and safety door locks. Recently, neck rests 
have been built into certain models of cars. The 


car buyer, however, will not be pushed into buying 
a car because he is not likely to get killed in it, so 
these design changes have been made unobtrus- 
ively. Since the facilities for attaching seat belts 
will be standard equipment on most automobiles 
in 1962, it would be irrational to neglect to have 
seat belts on any new car. The chances of survival 
after an accident are probably about 40 percent 
better if a person has a seat belt than if he has not. 

Physicians and an enlightened police force by 
their attendance at road side accidents and their 
interest in the effects of car design on traffic acci- 
dents can produce steady but unspectacular results 
towards the production of safer automobiles. 

Discussion 

It is obvious that the doctor has an important 
part to play in the prevention of traffic accidents, 
in spite of his natural reluctance to have any part 
of it at all. 

In order to assist the physician in deciding 
which medical conditions contraindicate driving, 
the Manitoba Medical Association will soon have 
available a guide in which will be outlined the 
physical requirements that are considered neces- 
sary to drive an automobile. 

Having decided that a patient should not drive, 
it is often difficult to convince the patient of this. 
A frank discussion outlining the possible conse- 
quences, and his possible financial liability, is often 
sufficient. A discussion with the patient’s relatives 
is the next step if he remains adamant. From this 
point on, the physician’s responsibility is over, and 
he is under no obligation to further report the 
condition to government authorities. 

If however, the physician is asked to perform a 
medical examination for the licensing authorities, 
his responsibility is direct. If he does not wish to 
make the decision, he should refer the case to 
another physician, preferably not one so closely 
associated with the patient and his family and let 
the decision be made there. The Commissioner of 
Motor Vehicles has the final responsibility as to 
whether the patient should drive, but if the patient, 
or the Motor Vehicle Branch, is uncertain that a 
proper medical decision has been made, then an 
appeal through the commission may be made to a 
Medical Advisory Board, consisting of three phy- 
sicians, who will review the case. 

A physician’s responsibility is often far more 
subtle however. He, more than any other person, 
is likely to know of psychopaths and drunkards 
who should not be driving any more than they 
should be carrying around a loaded shotgun. The 
physician has a responsibility to “talk turkey” to 
these people and their relatives before a tragedy 
occurs. 

Finally, it is becoming apparent that the only 
group of people who are perpetually and dramatic- 
ally reminded of this problem are doctors. Lay 
people do not have the exposure, the police are too 
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busy, and the press is too hardened. It now appears 
that the physician will not only have to look after 
the patient, but decide what psychologic and phy- 
sical factors were responsible for the accident, and 
how the tragedy actually occurred. Furthermore, 
no doubt he will do something about preventing 
them, by providing accident information to the 
public. (Fortunately, the insurance companies are 
providing more financial support for such projects). 
As with such matters as asepsis, and prophylactic 


vaccination, the means of preventing traffic acci- 
dents seems to be more and more a part of the 
physician’s social responsibility. 
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Maternal Death Study 
A. Campbell McInnis, M.D., M.R.C.O.G., F.R.C.S.(C) 


Part II — The Method 

The need for further reduction in the maternal 
mortality rate in this province has been emphasized 
in a previous paper. It has been pointed out that 
there has been no real improvement since 1952 and 
that the maternal mortality rate remains at the level 
of 0.3 to 0.6 deaths per 1,000 live births. Although 
these figures compare favorably with other Can- 
adian provinces, there is room for improvement and 
preventable deaths are occurring. 

It has been shown in other Canadian Provinces 
and parts of the United States that a close examin- 
ation of these deaths leads to an improvement in 
the mortality rate. The avoidable factors must be 
accurately determined before prevention of further 
deaths can take place. This points up the necessity 
of a continuing maternal death study. 

At present all maternal deaths in Manitoba are 
reviewed by the Maternal Welfare Committee at an 
annual meeting. The information is obtained from 
the Maternal Mortality Enquiry Report which must 
be completed by the attending physician in all 
cases of maternal death. While this form has been 
of considerable value in the past it is now felt that 
it does not provide enough detail. In a number of 
instances it is difficult to draw any conclusions as 
to the factors which lead up to the death. 

It has been recommended by the Central Com- 
mittee on Maternal Welfare of the Canadian Medical 
Association that each death be reviewed using a 
standard form. This will be completed where pos- 
sible by a reviewing officer who will interview 
the attending physician directly. By this method a 
more comprehensive and accurate picture should 
be obtained. It is hoped that this interview may 
take place as close to the deaths as possible so that 
no parts may be omitted. 

This material will then be reviewed by the 
Maternal Welfare Committee together with mem- 
bers of the university teaching staff, pathologists or 
any medical personnel whose knowledge may be 
helpful. It must be emphasized that this intensive 
method of case study is for the purpose of fact- 
finding and does not constitute a board of enquiry. 
All cases will be reviewed, anonymously identified 
by code number only. 


Specifically, it is proposed that we attempt to 
determine 1) the factors of preventability and 2) 
the factors of responsibility. 

1) The Factors of Preventability 

Preventability will be judged in an ideal academic 
sense rather than a practical sense. This assumes 
that the physician has all available knowledge, has 
a high level of technical ability and has all possible 
hospital facilities. Since these are strict criteria, it 
is of more value to determine specifically avoidable 
factors in the death rather than just label the death 
as preventable. This is more educational and is 
more likely to improve standards. 

2) The Factors of Responsibility 

These factors will be determined if possible and 
assigned as appropriate to the physician, consultant, 
midwife, hospital, patient or any combination. 

(a) Professional factors — These include short- 
comings in diagnosis, judgment, management, 
technique, injudicious haste or delay, failure to use 
currently accepted methods, failure to use proper 
consultation. 

(b) Hospital factors — These are concerned with 
facilities, equipment or personnel which are in- 
adequate. Ideally the hospital should provide 1) a 
separate well directed maternity section. 2) a com- 
plete blood transfusion service. 3) adequate 24 hour 
anaesthesia facilities. 4) suitable x-ray facilities. 
5) adequate 24 hour laboratory service. 6) adequate 
24 hour operating facilities. 

(c) Patient factors — these should be recognized 
but never as an excuse for professional inadequacy. 

When the assessment is complete it is possible 
that any undesirable situation may be remedied. 
This may vary from a poor blood transfusion service 
to poor hospital facilities or even poor antenatal 
attendance in a given community. 

The committee is anxious that no case be omitted 
from this continuing study. To improve reporting of 
maternal deaths, a letter will be sent to the attend- 
ing physician in all deaths of females between ages 
15 and 50. This will be a direct question as to 
whether the deceased female was pregnant in the 
year previous to death. This plan has already been 
instituted. 

It is hoped that the physicians in the province 
will co-operate in this study as well as they have 
in the past. 
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Case Reports 


Pyrexia Due to Renal Carcinoma 
M. J. D. Newman, M.D. 
The Abbott Clinic, Winnipeg, Manitoba 

Prolonged fever without obvious localizing 
features is often a most difficult and interesting 
diagnostic puzzle. Apart from infection, neoplasms 
are often a cause of long-continued fever; the 
lymphoma group is best known for this mode of 
presentation, but carcinomas may act in a similar 
way. 

Weinstein, Geraci and Green have recently re- 
viewed 1,238 cases of hypernephroma seen during 
a 20 year period at the Mayo Clinic, and note that 
11% presented with fever; 2% with fever alone. 

This paper is written to draw further attention 
to hypernephroma as a hidden cause of obscure 
and long-continued fever. Only three cases are 
reported, but all were observed personally, and all 
gave rise to a difficult search before the cause of 
the fever was discovered. 

Case I 

A woman, aged 42, was seen in January 1951, 
complaining of evening fever and night sweats 
since the previous November. She had had one 
attack of pain in the left loin with dark urine. 

Physical examination revealed nothing abnormal, 
but she ran an evening pyrexia up to 100.5. 

Blood count, blood cultures, chest x-ray and 
urinalysis were normal. Sedimentation rate 86 
mm/hr. It was only after three weeks that the 
mention of previous loin pain led to a pyelogram 
being done. This showed that the left upper calyces 
were poorly filled and splayed out. 

Left nephrectomy was performed on 12th Feb- 
ruary 1951, and a large hypernephroma removed. 

After operation, the pyrexia disappeared, and 
the post-operative course was uneventful. 

However, in September 1951, pulmonary meta- 
stases were found and she died on 22nd June, 1952. 
Case II 

A woman, aged 66, was admitted to the Grace 
Hospital under Dr. R. Cleave, in September 1960, 
with a history of persistent fever, weakness and 
loss of weight for three months. 

On examination, she had a swinging fever rising 
to 101° each evening, falling to normal in the 
mornings. There was the suspicion of a mass in 
the left loin, but Tantalum gauze from a previous 
ventral repair prevented any certainty. 

Hemoglobin was 8.8 gm/100ml, red cells normo- 
chromic. W.B.C. 7,500/cu.mm. with normal differ- 
ential. Sedimentation rate 122 mm/hr. Plasma 
proteins, blood cultures, urinalysis and agglutina- 
tions were all normal. Sternal marrow puncture 
showed depression of erythropoiesis. Liver biopsy 
was normal. 


Intravenous pyelogram was reported as normal, 
but in retrospect was probably abnormal; in a 
retrograde pyelogram the left ureter was not well 
visualized. 

She was treated with blood transfusoins and 
allowed to go home. The fever continued, the 
haemoglobin continued to fall, and in February, 
1961, she was readmitted. 

Retrograde pyelogram now showed a mass in 
the lower pole of the left kidney. At operation, 
this proved to be invading the renal vein. Histol- 
ogy was typical of clear cell carcinoma. 

Case III 

A Chinese man, aged 67, was admitted to the 
public service at St. Boniface Hospital complaining 
of weakness and tiredness for five months. 

On examination, the liver and spleen were en- 
larged and he was anaemic. A diagnosis of chronic 
malaria was made. He had a persistent fever rising 
to 100° or 101° F. in the evening and falling to 
normal in the morning. 

Investigations: Haemoglobin 51%, with normo- 
chromic red cells. W.B.C. 17,400 with normal 
differential. No malaria parasites were seen. Sedi- 
mentation rate was 135 mm/hr. Sternal marrow 
was hypocellular. Liver biopsy showed focal 
neutrophilic infiltrates. Serum globulin was in- 
creased, gamma globulin on electrophoresis meas- 
uring 2.5 gm/100ml out of 7.6 gm. total protein. 
The urine never contained an excess of red cells. 

At this time it was realized that the left kidney 
was enlarged as well as the spleen. 

Excretory pyelogram showed that the calyces on 
the left were pushed up by a mass below the left 
kidney, aortogram demonstrated vascular shadows 
within this mass. 

At operation on 14th December, 6 weeks after 
admission, the left kidney was removed and was 
found to contain a hypernephroma in its lower 
pole. 

The temperature fell to normal two days after 
operation, and he made a good immediate recovery. 

It seems clear that renal carcinoma has a par- 
ticular propensity for producing some pyrogenic 
metabolite or breakdown product even though 
there may be no gross necrosis of the tumour, and 
necrosis was slight in all these three cases. What- 
ever the pyrogenic product may be, it evidently 
has a depressive effect on the bone marrow, and 
may, in the third case, have had some hepatotoxic 
action as well. 

On a more practical plane, in cases of un- 
explained and long-continued pyrexia, a pyelogram 
is always worth ordering. 


Reference 
Weinstein, E. C., Geraci, J. E. and Greene, L. F.: Proceed- 
ings of the Statff Meetin gs of The Mayo Clinic: Vol. 36, 
No. 1, January 4, 1961 (pages 12 - 19). 
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Mrs. M. R., 75-year-old 
underweight patient: 


Puts on 13 ‘needed pounds 
in just 6 weeks; 


forces -mercury column 14 mm. 
higher in cuff-compression test 
of muscle strength; 


feels better than she has 
in 2 years. 


Photos used with permission 
of the patient. 


in wasting or 
debilitated patients 


Danabol is a new tissue-building agent with distinct 
advantages over previous compounds of this type. 

By aiding the deposition, synthesis, and utilization of 
protein, Danabol affords these benefits in the underweight 
elderly patients with or without serious disease and in 
patients who are chronically ill or convalescent: 


e Rebuilds tissue and improves appetite, thus promoting 
lean weight gain. 


e Restores tone to weak, flabby musculature. 


e Speeds healing of wounds; hastens postoperative 
recovery and convalescence from a variety of diseases. 


e Strengthens skeletal structure; often relieves pain 
and increases mobility in osteoporosis. 


e Improves general physical status; helps to revive a sense 
of well-being. 


Economical, convenient to administer, and almost without 
virilizing effects, Danabol overcomes the disadvantages 
that have restricted use of tissue-building compounds in the 
past. Older patients, whose funds are often limited, 

will particularly welcome the low cost of Danabol 

therapy. 


Complete information available on request. 
SUPPLIED: Tablets, 5 mg. (pink, scored); bottles of 100 and 500. 


Danabol 


(methandrostenolone CIBA) 


New, orally effective tissue builder 
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Editorial 


S. Vaisrub, M.D., M.R.C.P. (Lond.), F.R.C.P. (C.), F.A.C.P., Editer 


Auto-Immunity 
A Socratic Dialogue 


Socrates: I see you are up to your old editorial 


tricks—peddling unripe scientific fruit for 
premature consumption. 


Editorial Chorus: Green fruit is food for speculative 


Soc.: 


Ed. Ch.: 


Soc.: 


Ed. Ch.: 


thought, Socrates. There is tangy philo- 
sophical juice in it ready for the squeezing. 


Are you sure the fruit is not a lemon? 


No, Socrates, the fruit is not a lemon. Its 
bearer is an old venerable tree planted by 
Jenner, pruned and cared for by Ehrlich, 
Landsteiner and many other distinguished 
gardeners. 


The horticultural parable is wearing thin. 
Let us get down to basics. What is auto- 
immunity about? 

Auto-immunity is the mechanism under- 
lying auto-immune diseases. 

A tautological answer, if there ever was 
one. What are auto-immune diseases? 


.: They are diseases caused by immunologi- 


cal processes directed against the body’s 
own tissue or organs. 

The body, turning against its own? Pre- 
posterous! Did not Ehrlich preclude this 
possibility in his doctrine of “horror auto- 
toxicus”? 


.: The streets of Medicine are paved with 


petrified doctrines. Evidences for auto- 
immune diseases are irrefutable. 


State your evidence. 


.: In the case of the most thoroughly studied 


auto-immune disease—Hashimoto’sStruma 
Lymphomatosa — this comes originally 
from two sources. Deborah Doniach in 
London reported in 1957 the presence of 
antibodies against thyroidal extract in 
the serum of seven patients with this 
disease, while almost simultaneously Wit- 
ebsy in Buffalo succeeded in inducing 
auto-antibodies in the serum of a dog by 
the injection of thyroglobulin extracted 
from half of its thyroid, the remaining 
half of the gland the while undergoing 
changes characteristic of Hashimoto’s 
disease. 


The evidence appears irrefragable. Is it 
as convincing in the other members of this 


group? 


Ed. Ch.: 


Ed. Ch.: 


Ed. Ch.: 


Ed. Ch.: 


Not quite. Reports, however, are pouring 
in from various sources with suggestive 
evidence tending to implicate the fol- 
lowing diseases: Disseminated Lupus Ery- 
thematosus, Acquired Hemolytic Anemia, 
Thrombotic Thrombocytopenic Purpura, 
Anaphylactoid Purpura, Rheumatic Fever, 
Rheumatoid Arthritis, Glomerulonephritis, 
Sympathetic Ophthalmia, Ulcerative Col- 
itis, Regional Ileitis, Cystic Fibrosis of the 
Pancreas, Scleroderma, Dermatomyositis, 
Sjorgen’s Syndrome, Allergic Encephalo- 
pathy. 

An impressive roster of names, indeed, but 
are not some of them also listed with the 
Collagen group? 

Yes, some are Collagenoses, but the term 
is becoming obsolete. The histological link 
of fibrionoid degeneration of Collagen is 
too tenuous to join diseases in a firm 
union. 

Sic Transit! Pray correct me if I am 
wrong. Did not Selye include some of 
these entities in his group of Diseases of 
Adaptation? 

That he did. He found some of these dis- 
orders to be manifestations of non-specific 
response to various noxious stresses. 


Did you say non-specific? 


: Yes. 


And the auto-immune response is highly 
specific? 


: Yes, so it is. 


Then how do you harmonize the two 
views? 


: Ours is not to harmonize, ours is but to 


editorialize. 
If you cannot reconcile the two concepts 
which one do you favor? 


: Ours is not to choose sides, ours is but... 


Shades of Tennyson! Spare me the inept 
paraphrases. Surely straddling fences 
is not the ideal editorial posture. Non- 
commitment is no kin of Wisdom. 


Wisdom is for you Socrates and your 
friends, the philosophers, not for us. The 
Science of Medicine deals with knowledge 
not wisdom. 


Was Walter Cannon not a scientist when 
he extolled the “Wisdom of the Body’? 
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“yesterday” 
“ANGINA INVALID” 


now on 


Isosorbide Dinitrate, Wyeth 
NEW CORONARY VASODILATOR FOR ANGINA PECTORIS 


Carvasin significantly reduces the number, duration and severity of anginal 
attacks, often when other long-acting coronary vasodilators fail. Exercise 
tolerance is increased, pain decreased and the requirements for nitroglycerin 
either drastically curtailed or eliminated. 


RAPID ONSET PROLONGED ACTION 

acts within 15 to 30 minutes benefits last up to 5 hours 

CONSISTENT EFFECT UNUSUAL SAFETY 

more patients respond to therapy transient headache only reported side effect 


DOSAGE AND SUPPLY — Average dose is one tablet (10 mg.) taken one half 


{Cc } hour before meals and at bedtime. Individualization of dosage may be neces- 
} sary for optimum therapeutic effect; dosage may vary from 5 mg. to 20 mg. | Seth | 


@.i.d. BOTTLES OF 100 AND 500. 
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re 


s 


E 


i 


November, 1961] 


The Manitoba Medical Review 


605 


Ed. Ch.: 


Soc.: 


Ed. Ch.: 


Soc.: 


Merely a figure of speech—a poetic refer- 
ence to Homeostasis. 

There may be more truth in poetic meta- 
phor than in long winded definitions. 
“Wisdom of the Body” sounds fine to my 
mind’s ear. 

But it irritates the mind’s eye, that dis- 
cerns contradictions. 


Such as? 


Ed. Ch. Such as the unwisdom of auto-immunity. 


Ed. Ch.: 


Soc.: 


Ed. Ch.: 


Ed. Ch.: 


Surely, a body possessed of wisdom should 
not reject its own. 


You may be confounding knowledge with 
wisdom. Perhaps, the latter will be vindi- 
cated when we explore the principles 
underlying auto-immunity. What is the 
current theory? 


The fashionable theory is the theory of 
Clonal Selection, propounded by Sir Mac- 
Farlane Burnet, the recipient of the 1961 
Nobel Prize. 


Pray, put me in the picture. In which way 
does the new hypothesis differ from the 
old? 


The orthodox, “instructive” theory of 
immunity holds that each invading ex- 
trinsic antigen brings with it the informa- 
tion from which a corresponding specific 
antibody is constructed. In other words, 
the specific patch on an antibody molecule 
which is complementary to the antigenic 
determinant acquires its specific pattern 
after contact with the antigen. It does not 
pre-exist the latter. The “selective” theory, 
on the other hand, maintains that no 
information enters the cell from outside. 
The body is prepared in advance for each 
invading antigen. It already contains a 
cell or group of cells (“clones”) genetic- 
ally capable of synthesizing the appropri- 
ate antibody. All the invading antigen 
does, is simply select the pre-existing 
appropriate group of cells and stimulate 
their proliferation, thus, increasing pro- 
duction of the antibody. 


You have just outlined, albeit somewhat 
sketchily, a new theory of immunity, 
but so far, made no reference to auto- 
immunity. 

The same immunological processes are at 
work in the embryo against the body’s 
own “self’-antigens, as are against the 
foreign invaders, but unlike the latter, 
which normally never reach the embryo, 
the “self” antigens quickly destroy their 
corresponding antibodies. Thus, in adult 
life “self’ antibodies (“forbidden” clones) 


Ed. Ch.: 


Soc.: 


Ed. Ch.: 


Soc.: 


Ed. Ch.: 


Ed. Ch.: 


are no longer in existence to threaten the 
normal body tissues. Only abnormally 
mutating cells, and foreign antigens can 
find selectively their appropriate clones. 


What you have just described is a state of 
immunological tolerance essential to exist- 
ence rather than that of immunological 
intolerance of auto-immune diseases. 


Quite true, Socrates, but it would appear 
that some “self” antigens fail to reach in 
embryonic life the centers of antibody 
formation and, thus, do not eliminate 
their appropriate clones. The thyroid, for 
example, is a fairly isolated and insulated 
organ in the embryo and may not come in 
contact with its antibody until adult life 
after the pattern is set, and is treated then 
like a foreign antigen. Auto-immune dis- 
ease is simply the result of non-recognition 
because “forbidden” clones have not been 
destroyed in the embryo. 

Non-recognition implies lack of know- 
ledge. You admit then, that the body may 
suffer from lack of some particular know- 
ledge, but never from absence of funda- 
mental wisdom. 


You tricked me into this one, Socrates. 
Yes, the wisdom of homeostasis, if it be 
called wisdom, is unassailable. 


What about the wisdom of the body pre- 
pared for recognition of every conceivable 
antigen, ready to counter it by a prefabri- 
cated antibody? 


: I see the clones have captured your philo- 


sophical imagination, Socrates. 


So they have. The idea of total prepared- 
ness smacks of the teleological. 


: Not necessarily. The whole thing can be 


readily explained on a basis of blind 
mutation. Only about 10,000 mutant forms 
will provide all the necessary antibodies. 


No need for teleology then? 


None whatever. Why are you smiling, 
Socrates? 


I am thinking of Von Bruecke’s famous 
pronouncement — “Teleology is like a 
scientist’s mistress. He may be unable to 
be without her, yet he is ashamed to show 
himself with her in public.” 


Shall we end our discourse on a less frivol- 
ous note by quoting Walter Cannon: “My 
first article of belief is based on the prin- 
ciple, almost universally confirmed, in 
present knowledge, that what happens in 
our bodies is directed toward a useful 
end.” Ed. 
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OUR PRESIDENT, 1961 - 1962 


Kenneth Rankine Trueman was born in St. John, N.B., and came to 
Winnipeg at an early age. He obtained all his schooling in this city. He 
received the B.A. degree from the University of Manitoba in 1928 and was 
graduated in Medicine in 1934. Two years were spent in interneship at 
the Winnipeg General Hospital. Post-graduate studies were completed as 
a Fellow at the Mayo Clinic leading to the M.Sc. (Surgery) from the University 
of Minnesota. Since 1940 he has practiced general surgery at the Winnipeg 
Clinic. He is an associate surgeon at the Winnipeg General Hospital and is 
assistant professor of surgery at the University of Manitoba. Dr. Trueman 
is a past president of the Manitoba Chapter of the American College of 
Surgeons and recently became a Governor of this Association. He is also 
a past president of the Winnipeg Medical Society. From 1954 to 1959 he 
served as Chairman of the Committee on Economics of the Manitoba Medical 
Association, and a member of ihe Canadian Medical Association Committee. 
He remained on the Executive since then as vice-president. He is married 


and has four children. 
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Presidential Address 


Dr. H. L. McNicol 
Retiring President 


Mr. Chairman, Ladies and Gentlemen: 

We have reached the end of another year and it 
is one of my duties as retiring president to give an 
address. 

During the year we have heard many times the 
expression “captive practice,” now you are in the 
unfortunate position of being a captive audience. 

First I must thank the members of the Association 
for the honor and privilege you have bestowed 
upon me in electing me as your President and 
though at times the waters have been rough, the 
experience has been extremely rewarding. 

I have frequently said that to do justice to this 
high office one should have the hide of a rhinoceros, 
the skin of a chameleon, the wisdom of Solomon 
and the patience of Job, all of which I lack. 

During the past year the affairs of the Association 
have progressed slowly but surely. I will touch on 
a few of the activities which are all reviewed in 
detail in the annual committee reports. 

The Area Tissue Committees have now been 
formed and are functioning. There are some defects 
here but none that cannot be ironed out with study 
and adjustment. 

A detailed report has been given to the Com- 
mission on Medical Education. We still have not 
been informed about the findings of the Commission. 

The Relative Value Fee Index which has been 
under study for considerable time has been adopted 
by the M.M.A. and is now known as the “Minimum 
Fee Index for Medical Practice.” This will be passed 
to the M.M.S. for the study of its impact. They in 
turn will give a report to M.M.A. for their decision 
regarding its appliance to M.MLS. 

The Manitoba Medical Review has given more 
space to Association business during the last year 
and I think this should be continued so that the 
members may be better informed about our affairs. 

Our relations with the Provincial Government 
have been very good. We have had several meet- 
ings with the Honourable Minister of Health and 
his staff. Although there have been some differ- 
ences of opinion, many of these have been resolved 
or are in the process of being studied. 

The C.M.A. meeting held in Montreal was well 
attended and our Division was honored this 
year by having one of our members elected as 
the President-elect in the person of Dr. M. R. 
MacCharles to take office in June, 1962 when the 
C.M.A. meeting will be held in Winnipeg. Dr. 
MacCharles already has his committees working. 
It is our duty as members of the M.M.A. to make 
this meeting a success. 


Delivered at the Annual Meeting of the M.M.A., 1961. 


During the C.M.A. meeting the personnel of the 
Royal Commission for the study of health services 
was announced. Each Division is expected to pre- 
sent a brief. The Chairman of our committee is 
Dr. K. R. Trueman who is spending many hours 
collecting data. 

I would urge any Section, group or individual 
member who wishes to present their views, to get 
them to Dr. Trueman in writing immediately if not 
sooner, so he may have a chance to fit them into 
the report of his committee. 

Among some of the pleasant duties I have had 
this year is attending meetings of some of the 
District Medical Societies. 

These have been very interesting and I have 
found these societies very active locally and highly 
interested in the affairs of the Association. 

During my tenure of office and very close contact 
with Association business, there are several aspects 
that have struck me as being of sufficient import- 
ance to warrant special mention. 

The first is the industrious way in which all 
committees have carried out their work. 

I am sure a good many in the profession have no 
idea as to the time, thought and consideration 
given by all members of the Executive and various 
committees to Association business. 

I can assure you that none of these are Rubber 
Stamp committees, neither do any of them work 
for self gain but in all their deliberations put the 
affairs of M.M.A. above all other thoughts. 

Many have worked beyond the call of ordinary 
duty. 

I would like to extend my sincere thanks to the 
Officers, members of the Executive, and all com- 
mittee members for their co-operation and untiring 
efforts during the past year. 

Though all committees have worked hard it 
seems that special mention should be made of 
certain ones for their extra effort. 

The Economics Committee under the Chairman- 
ship of Dr. L. Rabson whose responsibility it was 
to prepare and submit the report to the Commission 
on Medical Education. 

The Hospital Relations Committee whose work 
is ever increasing, is headed by Dr. H, Bowles and 
is now studying hospital regulations as they affect 
smaller hospitals, particularly those under 25 beds. 

Another committee that many members probably 
don’t even realize exists is the one chaired by Dr. 
N. Hill, “The Medical Aspects of Traffic Accidents.” 
This committee, after study, has produced a most 
complete and thorough report on ambulance ser- 
vices in Manitoba. The report is now under study 
by the Executive as a whole. 
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Now to pass to our Secretariat. 
I have been very impressed by the dedication of 
these people to the affairs of the M.M.A. 


It would seem that we owe them a hearty vote 
of thanks, particularly Dr. Macfarland and Mr. 
Sprague. They have spent many extra hours at 
meetings and conferences. Probably almost equal- 
ling their regular office hours. They have done 
this willingly and cheerfully at all times. 

The impression I have gathered is that with the 
ever increasing business of the Association, serious 
early consideration should be given to increasing 
the staff. 

But more than this, earnest consideration should 
be given to increasing the remuneration to these 
people by a substantial amount. 

This could call for the raising of fees or even an 
extra assessment. 


for 

RAPID 
and PROLONGED 

CONTROL of 


Now, as my term of office draws to a close there 
are a few thoughts I would like to leave with you. 

The first is that in our thoughts and actions as a 
medical profession let not the dollar be our god: 
but even more important let it not appear unto 
others that the dollar is our master. 

Second, that each member of the Association 
consider it not only a privilege but his duty to 
become actively engaged in the affairs of the 
Association, particularly when asked to serve on 
any committees. 

And last but not least let us consider the 
statement: “A snow flake is one of nature’s most 
delicate productions. But think of what snow 
flakes can do when they get together.” 

In conclusion, may I thank one and all for 
allowing me to have had the distinction of having 
held this lofty office, and for the co-operation and 
consideration of all. 


HYPERACIDITY 


“ALAMINO" 
COMPOUND 


Aluminum glycinate, basic*...... 7.7 gr. (0.5 G.) 
Atropine sulphate......... 1/500 gr. (0.13 mg.) 
@ non-absorbable Butabarbital NND.............. Y% gr. (16 mg.) 


© no danger of alkalosis 
© prompt relief of pain in 
uncomplicated peptic 
ulcer 
© gastric contents buffered 
to a pH at which 
tic activity is 
ichibited 


DOSAGE: One tablet before each meal and one or 
two tablets at bedtime. 


Bottles of 100 tablets. 


Chantes E. Trost &Co. 


c 
a 
0 
v 
r 

p 
Vv 

T 

n 
titi 
st 

a 

d 
T 
it 
tk 

A 
cc 
ck 

oc 

di 

ac 

si 
ni 

It 
ey 
ar 

*Patented, 1951 


November, 1961] 


The Manitoba Medical Review 


Report from Poison Control Centre 
August, 1961 


Poison Control Centre Report, August, 1961 


A Case of Aspirin Poisoning 


In the Poison Centre this month we treated 22 
cases of aspirin ingestion. Most of these were 
accidental but one resulted from the administration 
of aspirin in excessive dosage by the parent. 


The patient was a three month old infant, 
weighing ten pounds, who had had a cough and 
rhinorrhoea for one week. During the two days 
preceding her admission to hospital she had de- 
veloped laboured respiration and vomiting and 
rapidly became seriously ill. A tentative diagnosis 
of pneumonia was made, but her physical signs did 
not support this diagnosis. Fever and hyperventila- 
tion and the conspicuous absence of abnormal 
sounds in the chest aroused a suspicion of aspirin 
poisoning. A blood salicylate level was done and 
was found to be 48 mg.%. Intravenous fluid therapy 
was started, and the patient made a rapid recovery. 


On questioning the parents, they eventually 
admitted to having given the child one adult aspirin 
daily for the three days preceding her admission. 
This may have been an underestimate, but even so, 
it exceeds by far the usual dosage for a child of 
this age and weight. 


This case is an extreme example of the careless- 
ness with which aspirin is handled by the layman. 
Aspirin is kept in almost every home in the 
country, but few people are aware of its toxic 
potentialities, particularly toward babies and young 
children. Physicians frequently have occasion to 
prescribe aspirin. They are urged to make these 
occasions the opportunity for impressing upon 
parents that aspirin, although an extremely useful 
drug, can be highly dangerous if abused. When 
advising parents to give aspirin to children, phy- 
sicians should specify the dose and the maximum 
number of days for which treatment may be given. 
It is not enough to recommend “half an aspirin” or 
even “half a baby aspirin” because aspirin tablets 
are available in a large assortment of sizes. 

Vera Gellman, M.D., 
Director, Poison Control Centre, 
Children’s Hospital, Winnipeg. 


Drug for 
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Aspirin Salicylate 

— & Amytal Salicylate and Barbiturate 

217's Acetylsalicylic, Phenacetin, 
Codeine Phosphate, 
Caffeine Citrate 

222’s Acetylsalicylic Acid, 
Phenacetin, Caffeine Citrate, 
Codeine Phosphate 

Vick’s Menthol, Camphor, 

Syru) Aromatics 
Com Medicine Orthoxicol M 
(Prescription) 

Elkosin Sulfisomidine 

Atasorb Activated Attapuilgite, 
Activated Attapulgite 
Colloidal, Neomycin 
Sulfate, Methylparaben, 
Butylparaben 

Tetrogen Phenacetin, Salicylic — = 


Ester Carb., Colchicum Root 
Fesofor Tablets Ferrous Sulphate 
Benadryl! Diphenhydramine 
Hydrochloride 
Nitroglycerine 
ills 
Equanil Meprobamate 
Hydro Aquil Hydro-Chlorothiazide 
s for External 
Oil of Wintergreen Methy! Salicylate 
Merbromi 


Mercurochrome n 
Potassium Potassium Permanganate 
Permanganate 
Dettol Terpineol, P-chiorosym- 
M-xylenol 
Commercial 
Turpentine Hydrocarbon 
Gasolene Hydrocarbon 
Lighter Fluid Hydrocarbon 
Furniture Polish Hydrocarbon 
Solvent Hydrocarbon 
Javex Hypochlorite 
Comet Cleanser Hypochlorite 
Ajax Cleanser A is ob Sulfonate, 
phates, Chlorinated 
Moth Balls thalene 
Bathroom aradichlorobenzene 
Deodorant Block 
Antifreeze Ethylene Glycol 
Paris Green Arsenic 
-No-More Iso-octy! Ester of 2-4-D 
Whink Chrome ? 
Cleaner 
Electrohome ? 
Sanitizer 


— Pipe ? 

int 

— Linseed ? Lead 

Unknown Product ? Creosote 

Miscellaneous 

Aeropiane Glue ? 
Total Patients Seen 


No. 

18 
1 
2 


4/A 
1/H 
2/H 
1/H 


1/H 
1/H 


Total Patients After Phone Calls 


Total Admiss' 


CODE: 6-6 — Admitted to Hospital 


Sent Home After 


14/H 


1/H 


64 
63 

8 
12 


609 
l 
a 
| 
Disposal 
n 
ie 1 
n 
e | 
1/H 
1/4 
w 
1/A 
d 
1/H 
1/H 
1/H 
/H 
1/H 
VA 
1/H 
3/A 
VA |__| 
2/H 
1/A 
1/H 
1/H 
2/H 
1/H 
1/H 
1/H 
1/H 
1/H 
3/H 
2/H 


The Manitoba Medical Review 


[November, 196] 


Tetracycline Phosphate Complex 


Unmatched 
record 

of 

faster 
deeper 
Safer 
tetracycline 
therapy 


: 
t 
n 
e 
Pp 
T 
p! 
fo 
ql 
e\ 
ex 
Ww 
re 
Ct 
let 
WwW 
25 
— ex 
Bristol 
=| oF b) 


November, 1961] 


The Manitoba Medical Review 611 


Association Page 


1961 Annual Meeting 


Another Annual Meeting has come and gone. 
629 registrants—more than one half of the Associa- 
tion’s members attended during the three days of 
scientific sessions. 


Congratulations are due the Program Committee 
for arranging a well-balanced diet of scientific 
material. 


It was encouraging to note that the official 
luncheons were well attended. 

The C.M.A. President, Dr. Halpenny was guest 
speaker at luncheon on October 11th. Members of 
the press, radio and T.V. were invited and these 
media were well represented. 

It was particularly gratifying to see such an 
excellent turnout for luncheon on October 12th. A 
panel discussion on the pros and cons of Compul- 
sory vs Voluntary Health Insurance took place. 
This would appear to be an indication that the 
economics of medical practice now more than ever 
play an important part in the practice of medicine. 
An economics session will no doubt, be carried 
forward to future meetings. 

Coverage by the press was well arranged and 
quite complete. The Scientific Sessions and social 
events were well covered. 

Special acknowledgment is extended to the 46 
exhibitors that attended the meeting. 


Workmen’‘s Compensation Board Fee Schedule 


The culmination of many months’ negotiations 
with the Workmen’s Compensation Board was 
reached at the Annual Meeting at which time the 
Chairman of the Negotiating Committee read a 
letter just received from the Commissioner of the 
Workmen’s Compensation Board, agreeing to a 
25% upward adjustment in the fee schedule effect- 
ive October 1, 1961 for one year with the following 
exceptions: 

a) X-ray fees to remain as printed in the 1956 
W.C.B. fee schedule. 

b) The following services to be paid at the follow- 
ing rates: 
(1) W.C.B. Item 45: Initial consultation 


at home .$ 5.50 
(2) Item 46: Office and hospital initial 

(3) Item 49: Subsequent home calls ........ 4.00 
(4) Items 50 & 51: Subsequent office and 

hospital calls 3.00 


(5) Items 47 & 48: Home and cies 
calls (8 p.m. to 8 a.m.); Sundays and 
holidays .. 8.00 


(6) Item 52: to be paid on basis of 
subsequent office call ...................-...-----+- 3.00 
(7) Items 37 & 54: Local anaesthesia in 
sutures in office or hospital, more than 


4 stitches 
(8) Item 61: Anaesthetic, first hour .......... 18.75 
Item 62: Anaesthetic, each subsequent 
hour . 5.00 
(9) Item 57: 15.00 
(10) Item 203: Hernia, single ...................... 100.00 
(11) Item 204: Hernia, double ..................... 150.00 
(12) Item 43: Physiotherapy 


2. Item 42 to be deleted from the Schedule. 


3. Item 44 to be amended as follows: 
Changes in the regulations affecting the Mani- 
toba Medical Association will be discussed 
with the Association prior to being adopted. 


3) Item 243 3.00 
4) Item 249 . 3.00 
5) Item 259 : 7.00 
4.00 
3.00 


5. The scope of the Schedule will be enlarged by 
adding procedures not presently included. This 
will be done by agreement between the Chief 
Medical Officer of the Workmen’s Compensa- 
tion Board, and a list of such procedures to- 
gether with suggested fees, will be submitted 
to the Board for approval. 


In all other respects the wording of the 1956 
Schedule will apply. 


Disability Insurance 


Approval was given at the Annual Meeting to 
proceed with arrangements for a new Disability 
Insurance program to be underwritten by the 
Great West Life Assurance Co. 

It is anticipated that the effective date will be 
prior to the first of the year which will allow mem- 
bers the opportunity to compare the new program 
with that now in effect with the North American 
Life & Casualty Co. 

By comparison, members will be able to deter- 
mine which plan suits their particular requirements. 

It is expected that a complete outline of the 
Great West program will be distributed to all mem- 
bers within the month. 
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anxiety and tension need not hinder therapy 


EQUANIL subtly encourages acceptance of therapy in many patients suffer- 
ing mild and moderate neuroses. By relaxing mind and muscle — without 
impairing mental and physical acuity — it helps you help patients toward new 
insights. Very often, EQUANIL permits patients to return to normal day-to- 


day activities while undergoing therapy. 

EQUANIL is predictable in its ac- 
tions. The efficacy of EQUANIL is 
thoroughly documented in hundreds of 
published clinical studies. Side reactions 
are rarely encountered. 


For further information on pre- 
scribing and administering EQUANIL 
see descriptive literature, available 
on request. 


SUPPLIED: 

Equanil 400 mg., scored white tablets, bottles of 50 
and 500. Wyseals Equanil 400 mg., sealed yellow tab- 
lets; 200 mg., sealed pink tablets — bottles of 50 and 
500. 


Available on prescription only 


Meprobamate, 
Wyeth 


- 
4 
co 
M 
tal 
re 
* Tr 
Pu 
wi 
of 
fon 
ge ES 
: tg do 
a] 
inc 
the 
Reg. trode Mork 
I 
en; 
des 


November, 1961] 


The Manitoba Medical Review 613 


Hospital Relations 


A sub-committee of the Hospital Relations 
Committee has held three meetings to discuss the 
formation of rules and regulations for hospitals 
with less than 25 beds. The sub-committee was 
constituted as the result of a motion arising from 
a combined meeting of the Brandon and District, 
Northern and Northwestern Districts. 


The subject has been divided into two parts, 
Medical Staff By-laws and General Hospital By- 
laws. It was decided that Medical Staff By-laws be 
dealt with firstly and the sub-committee under Dr. 
Bowles and composed of Dr. R. O. Flett, Winnipeg; 
Dr. D. G. Irving, Crystal City; Dr. G. T. McNeill, 
Carberry; and Dr. M. A. Sirett, Erickson, are now 
in the process of drafting by-laws based on existing 
material presently available. 


The sub-committee would appreciate suggestions 
and comments particularly from those doctors 
associated with hospitals with less than 25 beds. 
Information may be directed to the Association 
office. 


New Fee Schedule 


The much discussed Relative Value Index which 
is now officially named the “Minimum Fee Index 
for Medical Practice” is in the last stages of pro- 
duction. It is expected that the finished product 
will be off the printer’s assembly line by the end 
of October and a copy may now be in your hands. 

The Index is subject for study by M.M.S. and a 
study will be made to show the impact of the 
completed Index on M.M.S. 


Public Relations 

You may have wondered (if you are a reader of 
Maclean’s magazine) whether or not action was 
taken by the profession to refute an article which 
recently appeared in Maclean’s concerning Blood 
Transfusions. 


We are informed that the C.M.A. Secretary for 
Public Relations and the Editor of the C.M.A.J. met 
with the Editor of Maclean’s to discuss the policy 
of printing controversial material. Maclean’s Editor 
pointed out that if an article is written by a lay- 
man, to assure accuracy he would contact C.M.A. 
for assistance but if the article is written by a 
doctor he does not feel it necessary to contact 
C.M.A. 


The C.M.A. Public Relations Committee prepared 
a press release for newspapers across the country 
including a reprint of an editorial which appeared 
in the September 9th issue of the C.M.A.J. refuting 
the article in Maclean’s. 

Locally your Public Relations Committee is busily 
engaged in producing a series of T.V. programs 
dealing with many aspects of the practice of medi- 


cine. Dr. M. Bruser is heading a sub-committee to 
deal particularly with this aspect of our Public 
Relations program. 


1962 C.M.A. Annual Meeting Organizational 
Committee 

Dr. M. R. MacCharles, C.M.A. President-elect has 
advised that plans for the 1962 C.M.A. meeting to 
be held in Winnipeg are progressing favorably. 


Chairman of all committees but two have been 
appointed. The Local Program Committee is under 
the Chairmanship of Dr. Bartlett and the Com- 
mittee’s tentative program is now in the hands of 
C.M.A. following a meeting with the Assistant 
General Secretary. 


Dr. Dwyer is Chairman of Housing and it is 
expected that action will commence in this respect 
this month. 

It has been tentatively agreed that use would 
be made of closed-circuit T.V. donated by Smith, 
Kline & French Laboratories. 


Royal Commission on Health Services 

Preliminary hearings before the Commission 
were held in Ottawa on September 27th and 28th. 
According to C.M.A. reports some 200 persons 
attended on the first day. This is some indication 
of the widespread interest in the work of the 
Commission. 

Observations from Provincial Governments were 
invited and material was forthcoming from Mani- 
toba, Quebec and Alberta. The Commission then 
heard statements from 26 organizations and indi- 
viduals. 

The presentation by the profession was possibly 
the longest and most time-consuming of all but it 
undoubtedly served a useful purpose in laying the 
groundwork for subsequent presentations by the 
Divisions. 

The importance of Divisional submissions cannot 
be over emphasized and M.M.A. members are again 
asked to give serious thought to the provision of 
material to be included in our Brief to the Royal 
Commission. 


Medical Aspects of Traffic Accidents 

The Committee’s Brief on Ambulance Services in 
Manitoba was recently presented to the Executive. 

The Committee Chairman gave Dr. W. R. Welply 
full credit for the tremendous amount of work in- 
volved in producing the Brief. 

Although the Brief is complete in many respects 
there are areas requiring further attention and it 
was decided that it should not yet be released 
publicly. 

The Ambulance Brief will be incorporated into 
the Association’s Brief to the Royal Commission. 
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VALUABLE SERVICES RENDERED 


A Certificate of Recognition of Valuable Services Rendered was presented to 
Mr. Morris Neaman by the President, Dr. H. L. McNicol, at the Association’s annual 
dinner held in the Royal Alexandra Hotel, Friday, October 13, 1961. 


The certifciate was presented in appreciation of Mr. Neaman‘s personal 
contribution to the Board of Trustees of the Manitoba Medical Service. During the 
six years on the Board, five were served in the capacity of Honorary Treasurer. 
His financial guidance has been of immeasurable benefit to M.M.S. and member 
doctors. Mr. Neaman is also Vice-Chairman of the Board of St. Boniface Hospital 
and an executive member of the Manitoba Heart Foundation. 

Dr. McNicol also presented certificates to Drs. Allison, Parkinson, Mcintyre 


and Kiernan in recognition of their services on the original Professional Policy 
Committee. 
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Questions and Answers Page 


In order to keep the medical profession informed as fully as possible in all matters relating 
to Association business, medical economics and prepaid medical care, this page welcomes questions 


pertaining to these fields. 


We are printing herewith a brief summary 
of the Interim Report of the Advisory Plan- 
ning Committee on Medical Care to the Gov- 
ernment of Saskatchewan and the Minority 
Report submitted by four members of the 
committee. 


In his letter to the Minister of Health, Province 
of Saskatchewan, endorsing the Brief, W. P. 
Thompson had this to say: 


“IT have been directed by the members of the 
Committee tc express to you their regret that lack 
of time has been responsible for the incompleteness 
and other imperfections of this report.” 

“We recommend: 


1. That a medical care insurance program be 
established which would include the following 
seven basic elements: 

(a) Universal coverage of all residents of the 
province, except persons now eligible to receive 
direct medical (i.., physicians’) services under 
certain programs operated by the federal govern- 
ment. 

(b) A comprehensive range of medical service 
benefits, excluding services now provided under 
certain provincial programs. 

(c) Eligibility for benefits based on residence, 
registration and proof of payment of a medical care 
insurance premium. 

(d) A personal premium should be at a level 
which can be met by all self-supporting persons, 
with additional financial support to be provided 
from the general revenues of the province. 

(e) Limited “utilization fees” on physicians’ 
home and office calls, charged to insured patients 
at the time of service. 

(f) Payment for medical services to be, in gen- 
eral, on a fee-per-item-of-service basis, but with 
provision for special methods of payment in specific 
situations. 

(g) Administration by a public commission, 
responsible to the Government, through the Mini- 
ster of Public Health. 


2. That, in its financial planning, the Govern- 
ment take into consideration the necessity for 
expansion and improvement in certain other pro- 
grams of health care, concerning which the Com- 
mittee’s preliminary observations are recorded in 
Chapter VI. These are concerned with: 


(a) home care, 

(b) rehabilitation, 

(c) mental health, 

(d) pharmaceutical services, 

(e) dental services, 

(f) continuing medical education, 
(g) medical research. 


Minority Report 
Memorandum of Dissent 
Interim Report of the Advisory Planning 
Committee on Medical Care 
The Honourable J. Walter Erb, 
Minister of Public Health, 
Regina, Saskatchewan. 
Dear Mr. Erb: 


The undermentioned members of the Advisory 
Planning Committee on Medical Care regret that 
they are unable fully to subscribe to the interim 
report of the Committee, and we desire to acquaint 
you with our main points of difference and to indi- 
cate the reason for our dissent. 


It has been abundantly clear to us that the terms 
of reference of the Advisory Planning Committee 
on Medical Care provide for a comprehensive study 
of all aspects of health services in Saskatchewan. 
The testimony which we have heard and the studies 
undertaken by the Committee itself all seem to 
endorse the view that no one aspect of the complex 
of health services should be considered in isolation 
from the others, and that improvements on a broad 
front should be proceeded with concurrently as 
conditions permit. It was therefore with some mis- 
givings that we assented to your request for an 
interim report on the provision of medical services 
insurance. It would have been preferable in our 
view if the Advisory Planning Committee had been 
permitted to complete its studies, thus enabling it 
to assign to its proper priority the need for the 
provision of personal health services by medical 
care insurance. 


With this general reservation, we propose in this 
memorandum to indicate where we differ in basic 
principles from the majority of our fellow com- 
mittee members in their appraisal of this element 
of the total of health services, and to propose to 
you an alternative which we regard as preferable. 


A great deal of time was spent by the Committee 
in a semantic discussion of the meaning of the 
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words “compulsory,” “universality” and “univer- 
sally available,” in the context of a medical care 
insurance plan for the people of Saskatchewan. 
The debate was concluded by the adoption of the 
following resolution: 


“The medical care plan shall provide for universal 
coverage and require all Saskatchewan residents 
who are able to do so to pay premiums or taxes 
to finance a plan. The plan shall not require 
residents or providers of services who do not 
wish to avail themselves of the benefits of the 
plan to do so.” 


Our interpretation of the meaning of this resolu- 
tion appears to be at variance with the majority of 
the Advisory Committee who have recommended 
to you that a plan, financed by direct taxation, 
supplemented by public funds from the general 
revenue, provide medical care insurance for every 
resident of the province. In our view, such an 
approach would be compulsory in all its aspects. It 
is misleading to suggest that the payers of sub- 
stantial taxes would continue to finance their medi- 
cal services privately, or that doctors would be in 
a position to withhold their services from insured 
persons. As realists we recognize that economic 
pressures on both patients and doctors would 
shortly result in the “State” plan being the only 
device available for the financing of personal health 
services. 


It is further to our view that the quality of 
medical services rendered under state monopolies 
tend to achieve a mediocrity which in the long 
term would not be in the best interest of the health 
of our people. The regulatory powers of the ad- 
ministration under any State plan are very great 
indeed and we regard with apprehension the re- 
strictions which are likely to be applied to patients 
and doctors in the guise of controls. The advances 
of medicine which we have inherited and which 
are currently proceeding have been achieved in a 
climate of professional freedom and we have a 
duty to resist any proposals which may impair the 
liberty which is so essential to continued progress. 

Following receipt of your letter requesting 
elaboration of a plan for physicians’ services only, 
the Advisory Planning Committee on Medical Care, 
by a majority vote, directed its attention almost 
exclusively to the consideration of a universal 
program of the type referred to in the resolution 
quoted above. 


Dissent was expressed at that time, as we 
believed that such a plan would not provide the 
best medium of supplying medical care, and might 
even result in poorer quality of care in the long 
run. In our opinion, study should have first been 
given to all alternative types of plans for providing 
government assistance in the field of medical care. 

We regret particularly that opportunity was not 
given for the suggested further study on the basis 


of the solution proposed by the College of Phy- 
sicians and Surgeons of Saskatchewan. 


Likewise, we regret that time did not permit 
study of the details, implications, and costs of the 
type of plan suggested by the Canadian Federation 
of Labor. 


However, once the Committee decided to limit 
consideration to one rather narrow approach, we 
have co-operated with the Committee in the study 
of the means of supplying medical care insurance 
within the limits prescribed. 

Nevertheless, we differ from the majority of our 
fellow Committee members and recommend to you, 
in place of the monopolistic plan, a system of 
selective aid to the needy elements of our popula- 
tion to permit them to obtain the medical services 
insurance which they require. This alternative has 
been presented in considerable detail to the Ad- 
visory Planning Committee on Medical Care by 
several organizations and, in our view, it admirably 
fits the needs and resources of our province. 


In brief and over-simplified terms, the essentials 
of the universally available plant which we recom- 
mend are as follows: 

a) the self-supporting majority of our fellow 
citizens should be encouraged to cover themselves 
for the comprehensive range of medical benefits 
available through the plans of prepaid medical 
care and other insuring agencies which have oper- 
ated successfully for many years. We believe that 
these persons should have free choice to secure 
insurance coverage which meets their individual 
requirements. 

b) public funds should be made available on 
application in the form of subsidy of approved 
carriers for: 

(i) those persons of all ages and limited means 
who are unable to finance the premium of 
medical services insurance. 

(ii) self-sufficient persons over 65 years of age 
should have some subsidy. 


We believe that no distinction need or should be 
made between insured persons whose premiums 
are paid for from their own resources and those 
who are assisted from public funds. It is our view 
that such a system would achieve the universal 
availability which is desirable, provide for more 
than a single carrier, avoid the undesirable features 
of compulsion and permit the practice of medicine 
to develop the highest standards of personal health 
care. It would also permit the gradual adjustment 
by the health professions to the increased de- 
mands placed upon them. It would also permit of 
a less complex regulating body, responsible to the 
legislature. 


1. Specific details of this plan have been stated in the briefs 
submitted by the egy of Physicians and Surgeons of 
Saskatchewan to the Advisory Planning Committee on 
Medical Care. 
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It has been mentioned that a selective aid pro- 
gram would, in our view, best fit the needs and 
resources of the province. Among the reasons to 
be considered is our collective capacity to finance 
any plan which is proposed. We seriously doubt 
that the Government and the people of Saskatche- 
wan can assume the extra load of taxation which 
would be required to defray the cost of the plan 
which is recommended by the majority report of 
the Committee, and at the same time be in a 
position to finance the necessary increased expendi- 
tures required in other health fieids. 


It has been estimated that a compulsory, tax- 
supported plan of medical care insurance, compre- 
hensive in its scope and applicable to all, would 
cost approximately $20,000,000 in its first year of 
operation?. 


It has been estimated to the Committee that a 
selective subsidy program applicable to the needy 
and currently uninsurable elements of our popula- 
tion would demand an outlay of public funds of the 
order of $3,600,000 in its first year. Both estimates 
are necessarily inexact but all experience, in this 
province and elsewhere, testifies to the fact that 
initial estimates are invariably low, and that public 
expenditures for health and welfare services rise 
progressively in a manner which is uncontrollable 
except by strict curtailment of services. 


It has been our hope that the Advisory Planning 
Committee on Medical Care would have been able 
to present its findings on all aspects of our health 
services to demonstrate their interrelationship and 
to assign to its proper place, physicians’ services 
insurance. We feel that improvements in our mental 
health services, for example, deserve your im- 
mediate attention; and only less urgently, the pro- 
vision of facilities for the care and rehabilitation 
of the chronically ill, the aged, and the convales- 
cent. Many other deficiencies have been disclosed 
by our studies and we trust that the claims of 
equally important health services will not be 
overlooked in your preoccupation with physicians’ 
services insurance. 


We have endeavoured to present our views, 
based on philosophic, professional and economic 
considerations, in respectful dissent from the view 
expressed by the majority of our colleagues on the 
Advisory Planning Committee on Medical Care. 
In so doing we have proposed what we believe to 
be an acceptable alternative, and we recommend it 
for your careful consideration. 


Jack F. C. Anderson, M.D. 
E. W. Barootes, M.D. 

C. J. Houston, M.D. 

D. M. McPherson 


2. This estimate does not include the cost of collection of 
premiums, increased utilization, nor any anticipated 
increase in costs over the next five-year period of time. 


SYMPOSIUM 


General Practice Section of 
Victoria General Hospital 
at the Nurses’ Residence 


DECEMBER 8th and 9th 
TENTATIVE PROGRAM 
Friday, December 8th 
Morning 
9.00 Anaesthesia—Pre-operative and 


General Anaesthesia, 
Dr. M. Minuck and Associates. 


10.30 Cardiac Arrythmias, Dr. B. Lyons. 


11.00 Gastro-Intestinal Haemorrhage, 
Dr. P. Tisdale. 


11.30 Surgical Diseases of the Anus and Rectum, 
Dr. S. S. Peikoff. 


Noon Luncheon. 


Afternoon 


1.30 Injuries to Wrist Joint, Dr. A. P. Guttman. 


2.00 Management of Common Urinary Infection, 
Dr. Earl Vann. 


2.30 Leukorrhoea, Dr. C. S. Hershfield. 
3.00 Panel Discussion. 


Saturday, December 9th 
Morning 
9.009 Management of Gall Bladder Disease, 
Dr. L. Greenberg. 


9.30 Venour Stasis in the Lower Limb, 
Dr. P. Goldstein. 


10.30 Oesophageal Reconstruction, using a 
Reversed Gastric Tube, 
Dr. M. Rosenfield. 


11.00 Pitfalls in Management of Heart Failure, 
Dr. S. Vaisrub. 


11.30 Comparison of Treatment of Ca. of Cervix 
and Ca. of Body of the Uterus, 
Dr. M. Wall. 


Noon Luncheon. 


Afternoon 


2.00 Recent Advances of Deafness, 
Dr. R. Stillwater. 


2.30 Advances and Hazards in the Therapy of 
Coronary Disease, 
Dr. Rube Kaufman. 


3.00 Panel Discussion. 


NO REGISTRATION FEE 
12 hours credit — College of General Practice 
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THE SECOND SYMPOSIUM 


Orthopaedic Disabilities and 
Rehabilitation 


will be held 


Saturday, December the 9th, 196I 


in the 


AUDITORIUM, MEDICAL COLLEGE 


Emily and Bannatyne 


Winnipeg 
Speakers 
“SYMES AMPUTATION” 
Jos. E. Milgram, M.D. New York City 
“CONGENITAL DISLOCATION OF THE HIP” 
Jos. H. Boyes, M.D. Los Angeles, California 


“TENDON TRANSFERS IN THE FOREARM AND HAND” 


Wm. S. Tegner, F.R.C.P. London, England 


“ANKYLOSING SPONDYLITIS” 


Harrison McLaughlin, M.D. _. New York City 
“THE DISABLED SHOULDER” 
J. J. R. Duthie, F.R.C.P. Edinburgh, Scotland 
“THE MANAGEMENT OF RHEUMATOID ARTHRITIS” 
Edwin French Cave, M.D. Boston, Mass. 


“CAUSES AND MANAGEMENT OF DELAYED UNION AND NON-UNION 
OF FRACTURES OF BONES” 


Chas. O. Bechtol, M.D. Los Angeles, California 
“AMPUTATIONS AND PROSTHESES” 


* 
This symposium is arranged by 
THE ORTHOPAEDIC SECTION, MANITOBA MEDICAL ASSOCIATION 
and is sponsored by 
THE SOCIETY FOR CRIPPLED CHILDREN AND ADULTS OF MANITOBA 
THE SANATORIUM BOARD OF MANITOBA 
THE WORKMEN’S COMPENSATION BOARD OF MANITOBA 


This carries 8 hours credit to members of the Canadian College of General Practice 
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Book Review 


The Becton, Dickinson Lectures on Sterilization. 

The lectures were given as part of the Curriculum 
in Bacteriology at Seton Hall College of Medicine 
and Dentistry, New Jersey, U.S.A. 

The lecturers include the Professor of Bacteri- 
ology, St. Bartholomew’s Hospital, London, the 
Professor of Bacteriology, Temple University, Phila- 
delphia, U.S.A. and amongst others, representatives 
from two commercial firms. 

The subjects cover Heat Sterilization, Gaseous 
Sterilization, Chemical Disinfection, Cross Infec- 
tion, Skin Antiseptics, New Horizons in Steriliza- 
tion, Control procedures of Sterilization and the 
difficulties found in sterilizing surgical equipment. 

There appears to be a commercial slant in the 
context. This is not as bad as it might seem. Un- 
doubtedly the American commercial firms still lead 
the world in the quality of their sterilization pro- 
cedures and equipment. This is due, probably, to 
the vast amount of sterile biologicals and articles 
manufactured in the U.S.A. in any one year, to- 
gether with the fact that one mistake may mean 
the loss of many lives and concomitant financial 
disaster for the firm concerned. 

Consequently, the lecture given on The Control 
of Sterilization Procedures is very good. Stress is 
laid on the proper placement of surgical packs in 
the autoclave with the recognition that the overall 
temperature recorded by the thermometer may not 
represent that produced inside surgical packs situ- 
ated in various locations within the autoclave. The 
inclusion of a biological “positive spore control” is 
thought to be the most accurate indication of ster- 
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CALL US TODAY FOR A FREE DEMONSTRATION ~_ 


MALLON OPTICAL 
405 Graham Ave., Winnipeg Phone WH 2-7118 


ility. It is considered that spores of the Bacillus 
stearothermophilus meets most of the requirements 
of an ideal bacteriological indicator. 

There is an interesting lecture on ethylene oxide 
sterilization. This is the method used by most 
commercial firms to sterilize disposable syringes 
and needles contained in plastic packs, which are 
now flooding the market. This method of steriliz- 
ation will probably become the method of choice 
in larger hospitals in the future. If interested in 
the subject, the reader is well advised to consult 
the January and February issues of the Canadian 
Hospital Journal, 1961, where Dr. P. Warner, in an 
excellent article, reviews the pros and cons of both 
ethylene oxide sterilization and sterilization by 
means of steam under pressure. 

New horizons in sterilization are confined to a 
discourse on an irradiation method of sterilization. 
There are some problems associated with this 
method and, as presented, it appears to have no 
advantage over other methods of sterilization pre- 
sently used in medicine. Its major use is in the 
sterilization of foods and other materials contained 
in a completely sealed package. Its greatest dis- 
advantage lies in its inability to penetrate articles 
to any great extent. The danger of the article and 
the operator both becoming sterile is, therefore, 
theoretical! 

The lectures appear to contain the latest advances 
in sterilization methods, and as they are held 
apparently every year, they represent worthwhile 
reading for those interested. 

William L. Parker. 


SHE’S WEARING IT Le 


HER HAIR! 


THE ALL NEW 
ZENITH “ENVOY” 


The Smartest Shape a Hearing Aid Can Take 


%& Advance design reduces interfering noises 

* Sparkling clarity with Zenith Full powered 
4 transistor circuit 

* Light weight—only 1 oz. with batteries 


 ...not behind her ear 
aid 
LIVING SOUND’ HEARING AID: 


In a series of 24 handicapped arthritics 
treated with dexamethasone for 8 to 16 
months, ring size decreased consistently — 
objective evidence of antirheumatic effects 
which were maintained throughout the 
entire period of observation. Improvement 
was also noted in other antirheumatic 
indices, i.e., pain on motion, tenderness, 
swelling and morning stiffness.' 

Supplied: as 0.75 mg. and 0.5 mg. scored, pentagon- 
shaped tablets in bottles of 30, 100 and 500. Also available 
as Injection DECADRON® Phosphate. Additional infor- 
mation on DECADRON is available to physicians on 
request. 

Reference: 1. Bunim, J. J., in Hollander, J. L.: Arthritis 
and Allied Conditions, ed. 6, Philadelphia, Lea & Febiger, 
1960, p. 364. 


MERCK SHARP & DOTIME 
OF CANADA LIMITED 
MONTREAL 30, QUE. 


Dexamethasone 


TREATS MORE PATIENTS MORE EFFECTIVELY 
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Archives 


To the President and Executive of 
The Manitoba Medical Association: 


2. 

As Chairman of the Committee on Archives, I beg to give 
the names of members of our Association who have passed on 
since the last Annual Meeting: 

Walter Felix Tisdale, 29th September, 1960, 
President, Manitoba Medical Association 1953-54. 
Jack Brener, 13th November, 1960 
Frederick Todd Cadham, 29th January, 1961 
Senior Member 
Gregory Novak, 6th March, 1961 
William Cuthbert Handford, 7th March, 1961 
Johann Martin Stighmayr, 5th April, 1961 (Emerson) 
A. B. Chapman, 12th May, 1961 (Reston), 97th year. 
Donald Gordon Coghlin, 13th May, 1961 (Brandon) 
George Hickling Evoy, 31st May, 1961. 
Our sympathy goes out to their loved ones. 


Respectfully submitted. 
Ross Mitchell, 


Chairman. 


Executive Committee 


To the Members of 
The Manitoba Medical Association: 


2. 

Welcome to the fifty-third Annual Meeting of the Manitoba 
Division. Our guests on this occasion are Doctors G. W. 
Halpenny, President, Canadian Medical Association, G. E. 
Wodehouse, Honorary Treasurer, C.M.A., Chairman Executive 
Sub-Committee on Health Services and member of C.M.A. Eco- 
nomics Committee; A. F. W. Peart, Deputy Secretary, Mr. B. 
E. Freamo, Assistant Secretary (Economics); Doctors R. V. 
Christie, F. M. Woolhouse, R. A. Deterling, Ancel Keys and 
E. Rynearson. 


During the year 1960-61 the Executive Committee held 13 
meetings with an average attendance of 18 members and four 
invited guests, The majority of meetings have been held in the 
commodious Board Room of the new Manitoba Medical Service 
Building, which is greatly appreciated. 

The Officers met 14 times, once with Dr. Vergil Slee of the 
Professional Activity Study, Ann Arbour, Michigan, and once 
with members of the C.C.F. Caucus. 

Members are commended for attendance at Executive and 
Officers meetings which averaged 41 hours and 3 hours respec- 
tively, on Association business, including items such as the Van 
Gogk Art Exhibit. 


4, 
Canadian Medical Association 

Divisional representatives to the 94th Genecal Council meet- 
ing of the C.M.A. held in Montreal on June 19th-21st, were: 
Doctors F. G. Allison, F. W. DuVal, Ed Johnson, K. I. 
Johnson, M. K. Kiernan, M. R. MacCharles, M. T. Macfarland, 
H. L. McNicol, W. S. Neal, L. R. Rabson and K. R. Trueman. 
Transactions of the m have been published in the Septem- 
ber yy A.J. The wane program continued from June 21st 
to 23 

The President-Elect named at the Annual Meeting was Dr. 
M. R. MacCharles, Winnipeg. Members are already aware that 
the Canadian Medical Association 1962 Annual Meeting will be 
o in Winnipeg the week of June 18th. 

At the invitation of the Canadian Medical Association, Dr. 

Max Avren attended a Conference on Education for Physical 
Fitness held on March 4th and 5th in Toronto. This conference 
was planned and conducted by the C.M.A. Committee on Public 
Health in conjunction with the Canadian Association for Health, 
Physical Education and Recreation. 

At the recommendation of the C.M.A., the Prime Minister 
established a Royal Commission on Health Services. At the time 


1961 COMMITTEE REPORTS 


of this meeting preliminary hearings have been held in Ottawa. 
This Division has established a special committee to prepare a 
a brief for the sitting of the Commission in Winnipeg the 

of January 15th, 1962. Dr. K. R. Trueman is Chairman of the 
Committee and he has delegated many aspects of the project to 
various members, 


5. 
District Medical Societies 

A special committee under the Chairmanship of Doctor C. 
M. Thomas, studied the boundaries of the District Medical 
Societies and has reported to the Executive Committee. The 
recommended changes have been referred to the Committee on 
Constitution and By-laws and will be reported later. 

The College of Physicians and Surgeons of we has 
again made a generous grant towards expenses of speakers 
attending the various district meetings. 

In co-operation with the District Medical Societies, five Area 
bee Committees have been established and are functioning in 
rural areas. 


6. 
Honorary Membership 
On the recommendation of the Orthopaedic Section, the 
Executive Committee recommends to the General Meeting the 
election to Honorary Membership of Sir Walter Mercer who 
gave the first Alexander Gibson Memorial Lecture. 


Manitoba Cancer Treatment 
and Research Foundation 


An Amendment to the Act was proclaimed on June 5th, 
1961, terminating membership of the Advisory Medical Board 
on June 30th, 1961, and providing that members be appointed 
for a period of three years. 

The Executive Committee has given approval to the Mani- 
toba Cancer Treatment and Research Foundation to pay for 
biopsies performed in doctors’ offices in the City of Winnipeg 
as well as rural areas. It is hoped that when this is put into 
effect the amendment will be sent to every doctor with a list of 
pathologists. 


8. 
Economics 

Since the last Annual Meeting this committee has been 
concerned with preparation and submission of a Brief to the 
Commission on Medical Education in the Province of Manitoba, 
with the assistance of the Chairmen, Hospital Relations Com- 
mittee and Medical Education Committee. The Brief was sub- 
mitted on March 21st, 1961, and a copy appeared in the 
June-July (1961) issue of the Manitoba Medical Review. To 
date the Commission has not made a report. 

The Executive Committee authorized the Economics Com- 
mittee to secure the services of Professor Clarence Barber in a 
study of “para indigents” and we now have what is termed as 
the Barber Report. 

The extension of provincial sanatoria to include patients 
requiring long-term care has posed a problem for the committee 
with respect to the payment of medical services. The Officers 
and the Committee on Economics met with representatives from 
the Department of Health and Public Welfare, City Health 
Department, | pn Hospitals and the Sanatorium Board of 
Manitoba and subsequently a temporary arrangement for pay- 
ment of those rendering the services was made. The matter is 
still under consideration. 


9. 
Hospital Relations 

At the request of the Commissioner of Hospitalization a 
Medical Review Committee was set up to advise the Medical 
Consultant of M.H.S.P. with respect to claims. 

The Committee prepared and submitted a brief to the 
Manitoba Hospital Survey Board (Willard Commission), a 
copy of which appeared in the December, 1960, issue of ‘tp 


Manitoba Medical Review. 
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10. 
Medical Aspects of Traffic Accidents 
On March 26th the Executive Committee approved the 
Police Auto Crash Research Exhibit at the Red River 
Exhibition in June. Te wes a most successful public relations 
venture. 


_ Nominees to M.M.S. Board of Trustees 

Six members were elected to the Board of Trustees following 
the last Annual Meeting, to take office for a three-year term 
from March, 1961, as follows: Doctors G. L. Adamson, E. G. 
Brownell, N. I. Corne, G. P. Fahrni, A. G. Henderson and R. 
T. Ross. Dr. W. D. Bowman was appointed to complete the 
term of Dr. S. M. Luginsky who resigned from the Board when 
he left the City. 

The Manitoba Medical Service announced its move to larger 
quarters at 599 Empress Street in January. The new modern 
facilities will enable the staff to handle the increasing volume of 
subscribers with more convenience. 


12. 

Sickness and Accident Insurance Committee 

Since this Committee deals with all types of insurance, the 
Committee on Constitution and By-laws has recommended that 
the name be changed to the Insurance Committee. 

On March Ist, 1961, The Travelers Life Insurance Company 
implemented an additional $30,000 term life insurance for mem- 
bers of M.M.A. through M.M.S. 

A new policy for sickness and accident insurance is being 
arranged through the Great West Life Assurance Company. 


13. 
Ad Hoc Committee re Proposed 
under The Hospitals Act 
A Committee under the Chairmanship of Dr. D. Parkinson 
reviewed the Proposed Regulations and made the following 
recommendations which were approved by the Executive Com- 
mittee on June 6th and forwarded to the Minister: 

(1) That the Regulations follow the present Canadian Council 
on Hospital Accreditation; 

(2) That there be a Council for working out the details of 
such regulations with medical and hospital representatives 
on the Council; 

(3) Details regarding itinerate surgery be referred to the C. M.A. 


14. 

There were many other activities of the various committees 
during the year such as the continuous vigilance of the Public 
Relations Committee Chairman, the W.C.B. Negotiating Com- 
mittee, the Professional Policy Committee, and others. Complete 
details are included in the individual reports. 

15. 
Staff 
The continued co-operation of M. T. Macfarland, Executive 


Director, his assistant, Mr. Dick Sprague and staff is appreciated. 
Respectfully submitted. 


H. L. McNicol, 
President. 
F. W. DuVal, 
io Honorary Secretary. 
Finance 
Wi , 1, Man., February 14, 1961. 
The Manitoba Medical 


Winnipeg, Manitoba. 

We have examined the balance sheet of the Manitoba 
Medical Association as at December 31, 1960, and the statement 
of revenue and expenses for the year ended on that date, and 
have obtained all the information and explanations we have 
required. Our examination included a general review of the 
accounting procedures and such tests of accounting records as 
we considered necessary in the circumstances. 

‘ Our comments on the attached financial statements are as 


ip 
Revenues exceeded expenses 3,760.93, which compares 
with a net revenue of $7,572.90 in the preceding year. The 


decrease in net revenue arises mainly from increased sal 
expense and the full icikanenaion of the public — 


program begun in 1959. 
Particulars of membership and rates of fees are as follows: 


733 Members at $40.00 _...-_----- $29,320.00 
18 Members at .00 540.00 
3 Members at 63.00 
53 Members at 1,060.00 
99 Members at 1,584.00 
24 Members at 360.00 
5 Members at 65.00 

1 Member at 10.00 
12 Members at 72.00 
948 $33,074.00 


Cash on hand and in bank — $5,666.98: 

This balance included a petty cash fund of $20.00 and 
balances of $5,646.98 on deposit in the Bank of Montreal which 
we have confirmed. 

Accounts receivable — $2,253.22: 

Of this amount all but $809.88 had been collected up to 
the date of our examination and this balance is considered to be 
fully collectible. 

Investments — $63,055.00: 

During the year the Association acquired $5,000.00 par 
value of 542% Province of Manitoba bonds maturing in 1979 
and redeemed an equivalent par value of 3% Government of 
Canada bonds 


We examined the bond certificates kept in the Association’s 
safety deposit box at the Bank of Montreal. Bond interest is 
recorded in the books on a received basis, which is consistent 
with the practice of previous years. 

In our opinion, tiie to the foregoing comments, and 
according to the best of our information and the explanations 
given to us and as shown by the books of the Association, the 
accompanying balance sheet and statement of revenue and 
expenses are properly drawn up so as to exhibit a true and 
correct view of the state of the affairs of the Manitoba Medical 
Association as at December 31, 1960, and the result of its 
operations for the year ended on that date, in accordance with 
generally accepted accounting principles appplied on a basis con- 
sistent with that of the preceding year. All the transactions of 
the Association that have come within our notice have been, to 
the best of our information and belief, within the objects and 
powers of the Association. 

Yours very truly, 
Price WATERHOUSE & Co. 


17. 
Balance Sheet, December 31, 1960 
ASSETS 
Cash on hand and in 5,666.98 
Accounts receivable: 
Review advertisers $ 1,907.22 
College of Physicians and Surgeons __. 346.00 2,253.22 
Prepaid expenses 335.60 
Investment in bonds, a 
(Quoted market $58,485.00) 63,055.00 
$71,310.80 
LIABILITIES AND SURPLUS 
$ 28.00 
t pa’ 
Prepaid 1961 membership fees 584.00 
Prepaid 1961 Review s iptions 30.00 
Provision for consulting fees — 1,000.00 $ 1,642.00 
Surplus: 
Balance December 31, 1959 - _ $65,90 


Add — Balance of revenue for the year 76093 69,668.80 


$71,310.80 
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18. Statement of Revenue and Expenses 
For the Year Ended December 31, 1960 
REVENUE 


Fees collected: 
Current year (948 members) $33,074.00 
Divisional members (4) 8.00 $33,082.00 
Canadian Medical Association — 
educational grant % 1,432.00 
M.M.A. annual meeting 964.60 
Interest on bonds 2,723.87 
Interest on savings bank account 214.42 
Medicine in Manitoba 34.00 
Remuneration for secretarial services 
rendered __. 100.25 5,469.14 
EXPENSES $38,551.14 
Salaries of executive director and 
office personnel $20,162.99 
Audit fee 255.00 
Honoraria to liaison editor —___________. 400.00 
Business tax - 364.10 
CM.A. annual meeting - 73.47 
Executive and committee luncheons 1,708.30 
General expenses 1,313.29 
Office furniture and equipment 1,733.50 
Office renovations 767.20 
Printing, postage and stationery ..... 3,303.55 
Public relations 2,700.30 
Rent and light 4,134.61 
Telephone 775.93 
Travelling expenses (Executive members 
$2,924.80; general $564.39) . 3,489.19 
Travelling expense re C.M.A. General 
Council 2,450.50 
$43,631.93 
Less — Share of office expenses borne by: 
Winnipeg Medical Society $1,320.00 


College of Physicians and Surgeons 2,040.00 
Manitoba Medical Review 742.46 


$ 4,102.46 39,529.47 


Excess of expenses over reve $ 978.33 
Operating revenue of the “Manitoba Medical 

Review” as shown on schedule attached —.______ 4,739.26 

Balance of revenue for the year — . $ 3,760.93 


19. 

Statement of Revenue and Expenses Relating to to 
Operations of the “Manitoba Medical Review” 
For the Year Ended December 31, 1960 
REVENUE 


Advertisers $23,526.57 
ibers 499.65 $24,026.22 
DIRECT OPERATING EXPENSES 
Salary $ 4,053.50 
Honorarium to editor ee 2,000.00 
rinting 10,929.38 
583.55 
Stationery 337.69 
Postage 449.48 
Miscellaneous 120.88 
Exchange 70.02 $18,544.50 
OTHER EXPENSES 
Secretarial and accounting 
Salaries 150.70 
Rent and light 413.46 
Audit fee 25.50 
Business 36.41 742.46 19,286.96 


Balance of revenue for the year $ 4,739.26 


Statement of Investments in Bonds 
December 31 1960 


Market Interest 
Description: ParValue Cost Value Revenue 
Govt. of Canada: 
4%2% 1983 5,000.00 5,000.00 4,412.50 225.00 
Prov. of Manitoba 
3% 1968 __.__ 2,000.00 1,965.00 1,710.00 60.00 
4% 1961 5,000.00 5,225.00 4,935.00 200.00 
4%% 1968 ___ 5,000.00 5,087.50 4,625.00 212.50 
1979 5,000.00 5,000.00 4,875.00 99.08 
Hydro-Electric Power 
Comm. of Ontario: 
4% 1967 _ 8,000.00 8,160.00 7,520.00 320.00 
1969 2,000.00 1,997.50 1,870.00 85.00 
4% 1976 _____. 10,000.00 10,000.00 8,600.00 400.00 
Prov. of 
New Brunswick: 
3%% 1965 3,000.00 3,000.00 2,730.00 105.00 
1969 4,000.00 3,970.00 3,660.00 180.00 
B.C. Electric Co. Ltd.: 
4%% 1977 2,000.00 2,005.00 1,820.00 95.00 
Prov. of Ontario: 
4%2% 1976 ___.. 2,000.00 1,940.00 1,800.00 90.00 
5% 1964 5,000.00 4,962.50 4,962.50 250.00 
$63,000.00 $63,055.00 $58,485.00 
Interest and discount on bonds 
redeemed during year 252.29 
$2,723.87 
21. 
Manitoba Medical Association 
1961 Budget 
REVENUE Actual B 
1959 
C.M.A. Grant #1, 442.00 $1,450.00 $1,432.00 $1,450.00 
CP&S Grant Ex. Mural - 500.00 500.00 
CP&S Fee Taxing WCB 30.50 30.00 
Interest on Bonds _____. 2,340.65 2,400.00 2,618.75 2,800.00 
Interest—Bank —..._. 144.16 100.00 214.42 215.00 
Membership Dues 31,239.00 32,000.90 33,082.00 33,500.00 
Medicine in Manitoba. 34.00 30.00 
M.M.A. Ann. Meeting. 641.07 964.60 


Remun., addressograph. 105.46 100.00 100.25 100.00 
Remun., shareable exp. 


2 eee 2,034.00 2,034.00 2,040.00 2,040.00 
ee 871.39 1,000.00 935.41 940.00 
1,320.00 1,320.00 1,320.00 1,320.00 


40,137.73 40,404.00 43,271.93 42,925.00 


EXPENSE: 

Actuarial & Consult. fee 1,000.00 1,000 00 2,000.00 
175.00 200.00 255.00 275.00 
Busi Tax 364.10 375.00 364.10 370.00 
Contingency Reserve __. 1,000.00 1,000.00 
Exec. Dinners & Lunch 1,234.77 1,500.00 1,708.30 1,800.00 
General Expense -.___... 1,107.60 1,000.00 1,107.31 1,200.00 
Hon. to Liaison Editor. 200.00 200.00 200.00 

I 100.00 15.72 50.00 
Fete 273.00 275.00 200.00 
M.M.A. Ann. Meeting - 1,500.00 

Office Furn. & Fix. _... 544.40 2,000.00 1,733.50 1,100.00 
Office Upkeep & Renov. 1,500.00 767.20 350.00 
Pension—Staff 880.00 
Printing, Post. & Stat.. 2,062.10 3,600.00 3,171.06 3,600.00 
Public Relations _...... 550.00 3,000.00 2,700.30 3,000.00 
Rent & Light —-....... 4,099.22 4,100.00 4,134.61 4,200.00 
17,133.40 21,000.00 20,788.61 22,942.00 
Sections, M.M.A. Educ.. 500.00 
827.10 835.00 775.93 800.00 


) 
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Travel: Secretarial & Acct. 296.05 350.00 346.50 360.00 
C.M.A. Gen. Council 2,334.17 2,500.00 2,450.50 2,500.00 Stationery 475.31 500.00 289.73 300.00 
C.M.A. Sec. Conf. 73.47 150.00 Telephone 165.42 175.00 116.39 120.00 
Extra Mural 928.28 1,000.00 
M.M.A. Committees 2,896.65 3,500.00 2,924.80 3,200.00 19,119.15 20,295.00 19,958.16 21,075.00 
General 3,317.92 3,000.00 481.11 500.00 
W.C.B. fee taxing 30.00 50.00 RECAP 

REVENUE 24,675.57 29,400.00 24,325.76 24,500.00 
38,121.43 52,185.00 44,609.80 51,667.00 EEE 19,119.15 20,295.00 19,958.16 21,075.00 
RECAP 
REVENUE FEES, etc. 40,137.73 40,404.00 43,271.93 42,925.00 Balance 5,555.90 9,105.00 4,367.60 3,425.00 
“Review” _ 5,555.90 9,105.00 4,367.60 3,425.00 Ce. Cr. Cr. Cr. 
Total .......45,693.63 49,509.00 47,639.53 46,350.00 23 
_ ,121. ,185. ,609. ,667. Bal S} 
EXPENS 38,121 52,185.00 44,609.80 51,667.00 1961 
a 7,572.20 2,676.00 3,029.73 5,317.00 ASSETS 
Cr. Dr. Cr. Dr. Cash: 
22. Bank — Current 6,163.48 
Manitoba Medical Association Mie 5,542.18 $11,725.66 
1961 Budget 
Manitoba Medical Review Investments 66,920.00 
1959 1960 1960 1961 2,573.99 
Adverticsrs 24,295.57 29,000.00 23,816.11 24,000.00 College of Physicians and Surgeons: 
Subscribers 380.00 400.00 509.65 500.00 Extra Mural 500.00 
Miscellaneous 13.71 
24,675.57 29,400.00 24,325.76 24,500.00 Scien 1,886.64 4,974.34 

EXPENSES 

Advertisers Discount 370.67 400.00 $83,620.00 

Audit & Legal 35.00 50.00 25.50 30.00 

Business Tax... 36.41 37.00 LIABILITIES AND SURPLUS 

Exchange on Cheques - 97.11 100.00 83.40 100.00 E 

Honorarium to Editor. 2,000.00 2,000.00 2,000.00 2,200.00 Accounts Payable: ‘ 

730.55 800.00 583.55 600.00 Pension Plan Deductions 731.50 

Miscellaneous 158.02 200.00 59.60 100.00 Provision for Actuarial Consultant’s Fee 1,000.00 

Office Furn. & Fix. — 282.00 Deferred Income: 

369.77 500.00 468.01 380.00 ing Exhibit 

Pension—Staff 207.00 Mesting Bahibies 

Printing 10,457.00 11,000.00 11,028.28 11,200.00 Surplus : WOO. 

Rent & Light 409.92 600.00 413.46 500.00 Excess Revenue over Expenditure _.... 8,369.70 $83,620.00 

3,925.00 4,020.00 4,136.66 4,259.00 

24, 

Statement of Revenue and Expenditure for the Period Ist January, 1961 to 3lst August, 1961 
REVENUE 

CoLLecrep: 1961 Comparison 1960 Comparison 1959 

piaiineaibincidepaenia 754 members @ $40.00 $30,160.00 719 @ $40.00 $28,760.00 705 @ $40.00 $28,200.00 

Y, year 10 members @ 20.00 200.00 10 20.00 200.00 17 @ 20.00 340.00 

Y% year 1@ 15.00 15.00 

ES 92 members @ 16.00 1,472.00 98 @ 16.00 1,568.00 106 @ 5.00 530.00 

Recent Grads _ 6 @ 20.00 120.00 

Recent Grads 11 members @ 15.00 165.00 21 @ 15.00 315.00 13 @ 15.00 195.00 

Salaried Combined _ 2 members 13.00 26.00 2@ 13.00 26.00 1@_ 8.00 8.00 

Combined H. & W. 14 members @ 30.00 420.00 18 @ 30.00 540.00 16 @ 30.00 480.00 

Retired 13 members 6.00 78.00 12@ 6.00 72.00 8@ _ 6.00 48.00 

Semi Retired _............. 3 members 21.00 63.00 2@ 21.00 42.00 4@ 21.00 84.00 

en 47 members @ 20.00 940.00 35 @ 20.00 700.00 27 @ 20.00 540.00 

Non Resident _........... 4 members @ 15.00 40.00 3 @ 13.00 39.00 6@ 13.00 78.00 

950 $33,564.00 920 $32,262.00 910 $30,638.00 

Plus 4 Insurance 8. Plus 4 Insurance __ 8.00 Plus 4 Insurance 8. 

OAR 50.00 
$32,320.00 
Less owing by 
one 5.00 
$32,315.00 
$33,572.00 $32,315.00 $30,646.00 
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25. 
REVENUE 
Fees Collected $33,572.00 
College of Physicians and Surgeons 1,396.00 
C.M.A. Extra Mural 1,428.00 
Interest 1,686.46 
Medicine in Manitoba 10.00 
Review 
Secretarial Services 80.85 
Winnipeg Medical Society -.-_..... 880.00 $43,964.42 
EXPENSES 
Advertisers Discount Account 180.21 
Annual Meeting 55.94 
Actuarial Consultant’s Fee 210.00 
Bank Charges 3.08 
Executive & Other Luncheons ________ 1,555.71 
Complimentary Membership —_______ 20.00 
General Expense 3,203.49 
Light 97.24 
Miscellaneous Wag 54.00 
Office Furniture Equipment 269.52 
Pension—Staff - 616.19 
Printing, Postage, Stationery 2,265.44 
Public Relations 1,749.10 
Rent 3,020.40 
Rental Postage Meter Machine 118.14 
Review Illustrations 320.15 
Salaries 13,442.86 
Unemployment Insurance 83.64 
M.H.S.P. 52.50 
61.85 
Telephone 539.95 
Travel General 924.45 
C.M.A. Secretaries Conference 127.75 
Executive Members 2,901.55 
Extra Mural 187.10 
Reps. to C.M.A. General Council _____. 3,534.46 35,594.72 
Excess Revenue over Expenditure for the 
period January 1 to August 31 __.___. 8,369.70 
$43,964.42 
Membership 


To the President and Executive of 
The Manitoba Medical Association: 


26. 
There are 1161 doctors in the Province of Manitoba: 
88 innipeg 
274 Rural 
950 Active paid-up members __... 724 Winnipeg 
213 Rural 
13 Out of Province 
7 Senior members... 4 Winnipeg 
3 Rural 
13 Retired 11 Winnipeg 
2 Rural 
1 Honorary 
202 Membership fees unpaid ________. 146 Winnipeg 
56 Rural 


Of the 202 doctors whose fees are unpaid 52 are Temporarily 
licensed, 63 are employed in hospitals, 9 are not practising, 22 
are in the Armed Services and 24 are retired, leaving a potential 
of 32 members. 

Twenty-four have been lost to the Association, nine are 
deceased and thirteen have left the province. 

Fifty-four new members have been enrolled to date this year. 

The number of paid-up members is higher by thirty than it 
The total membership at the end of 

960 was 945. 


Respectfully submitted. 


W. S. Neal, 


Chairman. 


Benevolent Fund 


To the President and Executive of 
The Manitoba Medical Association: 
“The Benevolent Fund Trustees held one formal meeting 
during the year and considered two applications for assistance. 
Our Fund is still too small to be of any real help in time 
ciation is ur 
Respectfully 
J. E. Hudson, 
Chairman, 
C. B. Schoemperlen, 
Ed. Johnson, 
F. G. Allison. 


Auditors’ Report 
To the Members of 
The Manitoba Medical Association Benevolent Fund: 

We have examined the statement of revenue and expenses 
of the Manitoba Medical Association Benevolent Fund for the 
year ended December 31, 1960, and have compared it with the 
books maintained for the Fund. Supporting evidence for all 
transactions recorded was examined, the on deposit was 
catensat by pres peed received from the bank and the securities 
held in safekeeping at the bank were produced for our inspection. 
On the basis of the examination outlined above, we report 
that the accompanying statement of revenue and expenses fairly 
resents the transactions of the Fund for the year ended 


31, 1960. 
Price WaTERHOUsE & Co., 
Chartered Accountants. 
28. 
Statement of Revenue and Expenses 
For the Year Ended December 31 1960 
Balance of fund, December 31, 1959 ___ $ 7,735.27 
Revenue: 
Contributions $ 1,566.00 
Bond Interest 48.64 
Bank Interest 100.16 1,714.80 
$ 9,450.07 
pay 500.00 
Audit fee 45.00 551.20 
Balance of fund, December 31, 1960... $ 8,898.87 
Represented by: 
Cash on deposit — Bank of Montreal $ 4-957.62 


Investment in bonds, at cost 
(quoted market value $3,732.50) : 
Hydro-Electric 


$ 500 Manitoba 
Board 5% 1978... 475.00 
2,000 Province of Mani 
2,000.00 
1,500 Government of 
1,466.25 3,941.25 
8,898.87 


Committee on Child Health 


To the President and Executive of 
The Manitoba Medical Association: 


During the year the Committee has considered the following 
matters: 
1. Scurvy 

concern. There is confusion in the minds of the public, and 
indeed among the medical profession itself, in regard to. the 


vitamin content of food and milk mixtures. The committee feels 
that great care should be taken in maternal counselling by 
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physicians to ensure a complete understanding in regard to 
vitamin supplements in the infant diet. The committee is of Po 
opinion that vitamin C should be added to evaporated milk in 
the same way that vitamin D is now added. This would reduce 
greatly the likelihood of scurvy in infancy in Manitoba and 
might go a long way towards preventing the occurrence of 
scurvy in geriatric patients on restricted diets. Recommendation 
from the Manitoba Division to the Canadian Medical Associa- 
tion in this regard is recommended. If desired, an exhibit could 
be prepared for the annual meeting indicating the vitamin con- 
tent of various foods currently on the market. 

2. Malnutrition in Infants and Children 

of Welfare Recipients 

The committee feels that this problem needs careful study. 
The food buying habits of parents in this group are very 
unsatisfactory according to our information, and we wi 
whether consideration should not be given to a recommendation 
encouraging the giving of food pers in place of part of 
welfare payments. This matter, and also the subject of a hot 
school lunch served in schools located in areas populated by 
people in receipt of welfare grants, is a subject of continuing 
study and discussion by your committee. Information has been 
asked from the Department of National Health and Welfare in 
regard to policies across the country. 

It is recommended that some method of supplying written 
information to parents covering immunization ures given 
privately in clinics or in schools be worked out. This is par- 
ticularly pertinent to tetanus toxoid. This becomes a matter of 
great concern when a physician is confronted with a child who 
has a soil contaminated wound. Consideration should be given 
to the development of a simple, relatively indestructible card 
to contain information about immunization which could be used 
throughout Canada, and which might be replaced at school age 
for permanent record. 

4. Religious obstacles in adoptions were discussed, but no 
recommendations were made pending observation as to the 
possible benefits of new legislation now under discussion. 

5. The legal aspects in regard to essential transfusions in 
children of religious sects in which permission is withheld is 
under discussion and study. 

6. The Executive of the M.M.A. was asked to consider the 
suggestion from the committee regarding the publication in the 
local press of health articles dealing with topics of current child 
health interest, e.g. the facts about poliomyelitis immunization, 
the dangers associated with oil of wintergreen, smoking habits 
of school children, vitamins, feeding problems. in infants, etc. 
Short articles could be prepared by the committee and sub- 
mitted to the Executive for approval before publication. No 
medical names would appear on these articles which could be 
identified simply as “from the Committee on Child Health, 
Manitoba Medical Association.” 

Respectfully submitted. 

Harry Medovy, 
Chairman. 
Report on Civil Disaster Committee 
To the President and Executive of 
- The Manitoba Medical Association: 


In the past year no formal meetings have been held of this 
Committee although informal meetings with Hospital Super- 
intendents have been held by the Chairman. The prime aim at 
this time seems to be the institution of disaster or emergency 
plans in each of the city hospitals. This will require further 
organization and integration of hospital staff to insure that 
there is not duplication of position —— 

The Canadian Civil Defence ege Courses at Arnprior 
have been attended on each occasion by members of the M.M.A. 

A meeting of the Emergency Health Measures Committee 
of the Province of Manitoba held in June to discuss the pattern” 
of Civil Disaster Management within the Province was attended 

the Chairman. Since this first preliminary meeting Dr. 
Robert MacNeil has agreed to serve as the representative of 
the M.M.A. on this Provincial Committee. 


Respectfully 
Fred W. DuVal, 
Chairman. 


Constitution, By-Laws and 
Considered Decisions 


To the President and Executive of 
- The Manitoba Medical Association: 


The following are additions and amendments approved by 
the Committee on Constitution and By-laws: 
I. The Fiscal Year 
(a) Reference: Constitution, Article 14. 

Delete Article 14 and substitute therefor: “The fiscal year 
of the Association shall begin the first day of September in 
each year.” 
(By way of explanation—(1) The year-end statement would 
be available for the October General meeting; (2) The budget 
for the forthcoming year would be available for the General 
meeting; (3) Financial matters arising out of the Annual 
Meeting could be implemented by the first of the year; (4) R 
auditors’ services would be immediately available; (5) This 
would “spread” the year-end work and it would not conflict 
with the collection of fees.) 

(b) Reference: By-laws, Chapter 1, Section VI. 
Add: “Section VI — Annual Fee 

The Annual fee as determined by the Executive of the 
Manitoba Medical Association is due on January first of each 
year.” 


(c) — By-laws, Chapter 4, Section III (c) Finance of 


ions 

Paragraph 1, line 10, delete the word “November” and 
substitute therefore, “July”. 

(d) Reference: By-laws, Chapter 5, Section IV. 

Paragraph 8, delete the first sentence and substitute therefor: 
“The Executive Committee, on the recommendation of the 
Honorary Treasurer, shall draw up a budget for the ensuing 

year.” 
II. Executive Committee 
(a) Reference: Constitution, Article 10, Section I. 

Add: “8. The Chairman of the Hospital Relations Com- 
mittee. ” 

(b) By. laws, Chapter 6, Section III 

Add: “(h) The Chairman of the Hospital Relations Com- 
mittee shall be appointed at the first meeting of the new 
Executive of the Association.” 

(c) Reference: By-laws, Chapter 9, Section I. 

Add to item (8) “The Chairman shall be a member of the 
Executive Committee with full voting powers.” 

(d) Reference: By-laws, Chapter 9, Section I. 

Add to item (5) “The Chairman shall be a member of the 
Executive Committee with full voting powers.” (By way of 
explanation — to make the terms of reference of each committee 
uniform.) 

III. District Medical Society Boundaries 
(a) Reference: Constitution, Article 10, Section I. 

Delete item (ii) (b) 1, and substitute therefor: 

“1. Three representatives elected by District No. 1 (two from 
Winnipeg and one from outside Winnipeg) ; 3 One representative 
elected by District No. 2; two representatives elected by District 
No. 3 (one from Brandon and one from outside Brandon) ; one 
representative elected by District No. 4; and one representative 
elected by District No. 5. —— CD—D 9)” 

(b) Reference: By-laws, Chapter 3 

Delete the second — and substitute therefor: 

“The present District M ieties are: 

District Medical Society No. 1: Metropolitan Winnipeg and 
that portion of Manitoba east of Highways 6 and 75 to include 
the area between the lakes. 

District Medical Society No. 2: The portion of Manitoba 
between Lake Manitoba and the U.S. border, west of Highways 
6 and 75 and east of Highway 34. 

District Medical Society No. 3: Brandon and that portion 
of Manitoba between the U.S. border and Riding Mountain, 
west of Highway 34 and east of the Saskatchewan border. 

District Medical Society No. 4: The portion of Manitoba 
between the 53rd parallel and Riding Mountain. 


District Medical Society No. 5: North of the 53rd parallel.” 
(c) Reference: Considered Decisions 
Add the following Considered Decision: 
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“D 9: Should a District Medical Society contain 50 or more 
doctors (other than District No. 1), the District will be allowed 
two representatives on the Executive Committee 


IV. Representatives to Outside Bodies 
(a) Reference: Constitution, Article 10, Section I. 

Add to item 4 “or his alternate”. 

(b) Reference: Constitution, Article 10, Section IV. 

Add to the first paragraph: “D 8 (a)”. é 
(c) Reference: By-laws, Chapter 5, Section IV. 

Add to paragraph 5: “D 8 (a)”. in 
(d) Reference: By-laws, Chapter 6, Section III. 

Add to item (d) “ ternate shall be appointed. (Note 
CD—D 8 (a).” 

(e) Reference: By-laws, Chapter 9, Section III 

Add to item 3 “(Note C.D.—D 8 (b)”. 

(f) Reference: Considered Decisions, Section D. 

Add: “D8 (a) The office of Representative to C. M.A. 
Executive Committee should ordinarily be held by a Past 
President of the M.M.A. and it is desirable that it be held by 
him for some years.” 

“D 8 (b) The alternate representative to C.M.A. Executive 
Committee should attend the meetings of the M.M.A. Executive 
Committee and once a year should attend a meeting of the 
CM.A. Executive Committee at Divisional expense.” 


V. Professional Policy Committee 
(a) Reference: By-laws, Chapter 6, Section 

Add to item (f), second line after is by,” the words 
“a majority of.” 

(By way of explanation — it was felt that the majority 
acceptance of the committee chairman should be sufficient.) 
(b) Reference: By-laws, Chapter 9, Section I (17). 

Add to paragraph 3: “Representative of blocs attending the 
meeting to select specialists should vote for all members.” 

Paragraph 6, line 4, delete the word “mutually”; delete the 
word “all,” and substitute therefor “ta majority of the.” 


VI. Standing Committees 
(a) Reference: By-laws, Chapter 9, Section I. 

On page 23, add “23. Committee on Child Health. 

24. Committee on Nursing. 
25. Medical Review Committee, 
M.HS.P. 
On page 29, add: 
* (23) Committee on Child Health 
is Committee shall study and report on pertinent matters 

relative to the health of infants and children from birth to 
adolescence and to the reduction of morbidity and mortality in 
this age group. The Committee may make recommendations 
for the improvement of facilities to this end and for the edu- 
cation of the profession in this field.” 

“(24) Committee on Nursing 

This Committee shall study Fearne relating to the pro- 
vision of adequate nursing servi 

“(25) Medical Review M.H.S.P. 

This Committee shall act as an advisory committee to the 
— Hospital Services Plan doting out particularly with claims 


VII. Special Committee 
Reference: By-laws, Chapter 9, Section II. 

Delete item (2) and substitute therefor: 

“(2) Insurance Committee 

This Committee shall study matters pertinent to the establish- 
ment and maintenance of sickness, accident, life and other insur- 
ance policies for the members of the Association and shall make 
recommendation on same to the Executive Committee.” 
VIII. Representative from Faculty of Medicine to 

Executive Committee 

The Committee reports that in its opinion a representative 
from the Faculty of Medicine should not be a voting member 

the Executive Committee. 


Respectfully submitted. 


G. F. Hamilton, 
Chairman. 


Editorial Committee 


To the President and Executive of 
The Manitoba Medical Association: 


2. 

The Editorial Committee met twice this year, with a third 
meeting anticipated in September. It dealt with problems 
affecting the proper functioning of the Review. 

Although no falling off in the quantity or quality of the 
published material had been apparent, it was noted that the 
hoped for rapid expansion has not materialized. Particularly 
disappointing was the lack of interest in the Question and 
Answer page, intended as a forum for exchange of views on the 
business of the profession. 

The bright spots of the year were the symposia issues, 
particularly those devoted to trauma. 

Respectfully submitted. 

S. Vaisrub, 


Editor. 
Committee on Ethics 


To the President and Executive of 
The Manitoba Medical Association: 


33. 

The following two problems regarding the ethics of 
advertising were referred to your Committee for an opinion: 

(1) Whether it is ethical for a physician to send unsolicited 

rints of a scientific article to his confreres. 

(2) Whether it is ethical for a physician to grant permission 
to a drug manufacturer to use reprints of a recently published 
article in detailing a new medication. In this particular instance 
only the generic name of the drug was used in the article. 

Your committee considered that both of these practices were 
in accord with common custom, and did not contravene the 
Code of Ethics. 
el committee is presently reviewing the C.M.A. Code of 

cs. 

Respectfully submitted. 

A. R. Birt, 


Chairman. 
Hospital Relations Committee 


To the President and Executive of 
The Manitoba Medical Association: 


“The Hospital Relations Committee, which Committee also 
represented the Executive on the Associated Hospitals — Mani- 
toba Medical Association Liaison Committee; Dental —.M.M.A. 
Liaison Committee; and the Medical Advisory Committee to 
the M.H.S.P., wishes to advise as follows: 

As listed below, these matters were referred to and considered 
by your Committee at numerous called meetings: 

Internes and Residents 

Itinerant Surgery 

Salaried physicians at extended care facilities 
Radiological professional fees 

Anaesthetics given by nurses in rural hospitals 
Manitoba Hospital Survey Report 

Medical Records and Small Hospitals 
Medical Staff By-Laws 

Regulations for hospitals under 25 beds 

The Chairman wishes to express his thanks to the members 
of the Committee who have faithfully attended all meetings. 

Respectfully submitted. 

Howard E. Bowles, 


Chairman. 


Liaison Committee With C. P. & S. 
To the President and Executive of 
7“ The Manitoba Medical Association: 


The Committee met once during the year and reviewed 
salaries of the clerical staff, bonuses, and gave approval of the 
Pension Plan which we bedg into effect December 31st, 1960. 


Respectfully submi 
H. L. 
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Maternal Welfare 


To the President and Executive of 
The Manitoba Medical Association: 


“The Maternal Welfare Committee of the Manitoba Medical 
Association wishes to submit the following report for the year 
1960: 


The committee held one meeting at which all deaths were 
reviewed. There were ten maternal deaths in Manitoba in 1960, 
the death rate per 1,000 live births being 0.4. This compares 
with previous years as follows: 

1956 1957 1958 1959 1960 


0.3 0.4 0.6 0.6 0.4 
The causes of death were: 
Toxemia of pregnancy 1 
1 
5 
Ectopic pregnancy 1 
Abruptio placenta 
Retained placenta Ss 1 
Infection 
Puerperal septicemia —..... 1 
Septic abortion 1 
Rupture of uterus 1 


Air embolism (self induced in first trimester). 1 

There were seven autopsies in the ten maternal deaths. A 
maternal mortality enquiry form was compl i ten cases. 

A review the maternal deaths in Manitoba in 1960 
revealed the following points: 

1) aga is not enough information to assess all cases 
adequately. The forms are bein but 
more data is required. This will me the institution 
of a case study method using a ee ayn porte officer. 

2) Again we record five deaths due to hemorrhage. Of ten 
deaths from this cause in 1959 and 1960 only two occurred in 
large cities while there were eight in rural areas. 

3) Five deaths were clearly preventable. The patient was at 
fault in four instances and partly to blame in the fifth case. 
These included the "eal 

a) Septic abortion 

b) Air embolism — self induced in early pregnancy. 
c) Post abortal hemorrhage 

d) Retained placenta with hemorrhage. 

e) Post partum eclampsia. 

A representative attended the First age 
Committee on Maternal Welfare in . This was 
ich permitted comparison iT progress in 


Executive Committee of < Manitoba Medical Association. 
Certain changes which would intensify our study of maternal 
deaths were introduced and approved in principle by these 
bodies. These changes are described in the Manitoba Medical 


A.C. Melnnis, 
Chairman. 
Committee on the Medical Aspects of 
Traffic Accidents 


To the President and Executive of 
The Manitoba Medical Association: 


Vehicle = or persons having business with ie M 
Vehicle Branch. This Committee has as yet no official recog: 
nition from the Government although set up at their Fawn. 
When various technical details are settled the board will function 
in an advisory medical capacity 
2) —— Requirements for Driver’s License 


guide for the general practitioner, who is requested to do 


physical examination for driver’s license. We have available 
material from various provinces now, and we hope to have the 
guide ready this year. A form has been designed and approved 
by the Motor Vehicle Branch for the medical examination of the 
driver. This project is under the direction of Dr. F. W. DuVal, 
3) Ambulance Survey 

A very complete brief has been completed by Dr. William 
Welply. The brief not only includes a survey of the present 
situation in Manitoba, but recommendations for future ambulance 
facilities both in urban centres and in rural Manitoba. It would 
appear that in urban centres the central authority for the control 
of ambulances is essential, and furthermore, in order to provide 
adequate ambulance facilities throughout the province, to some 
degree, financial support will have to be provided by either the 
Government or an insurance scheme. 

4) Accident Prevention Activities 
a) College of General Pracice. 

This Committee was happy to participate in one morning’s 
activities at the annual meeting of the College of General Prac. 
tice on May 3, 1961. Dr. D. W. Penner talked on causes of 
traffic accidents, Dr. Fred DuVal on medical requirements for a 
driver’s license, Dr. William Welpiy on ambulance facilities. A 
panel discussion entitled, “A Look at Traffic Accidents” then 
followed, and was chaired by Dr. W. S. Reid. The material 
seemed to be well received, and there were many inquiries from 
the floor, and much discussion. 

b) The Red River Exhibition. 

The Committee was happy to be able to arrange the presenta- 
tion of an exhibit at the Red River Exhibition. This was the 
Crash Injury Research Exhibit of the Indiana State Police. The 
exhibit and the accompanying movies proved to be one of the 
most popular, and in the opinion of the exhibitor, who has been 
throughout the United States and Canada with this exhibit, one 
of the most successful and effective displays they have had. Dr. 
D. W. Penner was largely responsible for bringing this display 
to Winnipeg, and Mr. R. P. H. Sprague of the Manitoba 
reaps Association did a great deal of work with them when 

were here 
5) Traffic Accident 

An excellent research form has been designed i Dr. W. 
S. Reid of Selkirk. Members of this Committee are very 
enthusiastic about this form and feel that it would be an out- 
standing contribution to accident prevention model for the rest 
of Canada to follow. This form was rejected outright by the 
Department of the Attorney-General. It would appear that if 
traffic accident survey is to be done it will have to be done by 
the physicians themselves. 

6) National Committee 

The meeting of the National Committee was held in Ottawa 
in March 1961. The National Committee. recommended that 
the physicians co-operate with the Provincial licensing authorities 
for medical examinations, commended the automobile industry 
on its announced plan to install standard brackets for seat belts, 
commended driver education of high school students, suggested 
it was most unsafe for most persons to drive a motor vehi 
with a blood alcohol level of 0.05%, and for all individuals to 
drive with a level of 0.1%. They recommended the use of the 
breathalizer test. They also made recommendations concerning 
the proper licensing, payment, training and co-ordination of 
ambulance facilities. 

In summary, it would appear that the medical interests in 
traffic accidents is increasing and doctors will soon be ex 
to take the lead in preventing this cause of injury and death as 
they have for infectious and nutritional disease. 


Respectfully submitted. 
Norman C. Hill, 


Chairman. 
Medical Education 


To the President and Executive of 
The Manitoba Medical Association: 


During the year 1960-61 the Committee on Medical Edu- 
cation arranged clinical meetings as follows: 
3 for Brandon and District Medical Association 
1 for Central District Medical Society 
3 for Northern District Medical Society 
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2 tor North of 53 District Medical Society 
1 for Southern District Medical Society 

All requests for clinicians to attend the District meetings 
were met without any difficulties. 

The Chairman of the Committee on Medical Education 
served on a special committee consisting of the members of 
the Economics Committee and the Chairman of the Hospital 
Relations Committee to prepare and present a Brief to the 
Provincial Government Commission which was inquiring into 
the effect of Medicare on medical education. 

Respectfully submitted. 

D. P. Snidal, 

Chairman. 


Committee on Occupational Medicine 


To the President and Executive of 
The Manitoba Medical Association: 


Your committee received in the fall of 1960, a small 
supply of the recently published pamphlet “Guiding Principles 
of Occupational Medicine” from the Nucleus Committee on 
Occupational Medicine of the C.M.A. This pamphlet was 
prepared by the Nucleus Committee to outline the minimum 
requirements of the effective practice of occupational medicine, 
particularly in an industrial envirorment in Canada. They were 
subsequently approved by the General Council of the C.M.A. 
utline of the official attitude of our 


Occupational Medicine. Copies of this manual were forwarded 
to the Professor of Preventive Medicine of the University of 
Manitoba and the Provincial Minister of Health. They were 
also issued on request to interested individuals and organizations. 
A further supply was subsequently obtained to enable the 
Professor of Preventive Medicine to distribute a copy to each 
student in his classes. 

Your committee was referred only two matters from the 
Executive Committee during the current year. 

The first matter referred for disposal was a request from the 
Nucleus Committee on Occupational and Industrial Medicine 
of the C.M.A. for comments and suggestions regarding the 
feasibility of adapting or modifying the recently approved “in 
surance Medical Report Form” for use in certifying sickness 
absenteeism in industry. The relevant forms were reviewed and 
suggestions regarding their adaptation for use in industry were 
submitted to the Nucleus Committee. 

The second matter referred to your committee was a request 
to submit a brief to Dr. Trueman’s Committee to assist them in 
preparing their brief for the Royal-Commission on Health Care 
in Canada. The lack of any records or pertinent statistical data 
prevented the possibility of any accurate description and/or 
analysis of the present status of industrial medicine within our 
province. It was therefore evident that we were in no position 
to make any specific recommendations — other than that this 
field of medical practice in our province is now of a magnitude 
which merits periodic survey and analysis so that defects and 
deficiencies may be defined and possible improvements described 
and encouraged. 

There was some discussion within your committee of its 
traditionally passive role —- which it is recognized has been 
dictated at least partially by budgeting restrictions. Previous 
committees have refrained from, or on occasion failed to obtain 
sanction (and budget) for any overt activities or dispensation of 
advice excepting upon formal referral of specific problems by 
the Executive Committee. It was suggested that logical and 
Proper activities of this committee might include: 

1) Maintenance of such records as would make possible the 
assessment of the current status of occupational medicine 
extent of services being rendered. 

2) The promotion of the dissemination of knowledge and 


toward not only the medical profession 
namely management in industry and most important of 


all, the employees themselves who are, of course, most 
vitally concerned. 

3) Active co-operation in an advisory capacity with gov- 
ernmental agencies, non-governmental organizations and 
individuals, both medical and lay, who are ae in 
the prevention of occupational illness and in 

These suggested activities obviously involve dies consider- 
able expenditure of monies or important principles of policy or 
both. Probably the most important point of policy concerns 
how far we, an independent profession, are prepared to invite 
governmental agencies to participate in the guidance and hence 
gradually the ultimate control of the private practice of medi- 
cine, occupational and general. Are we ourselves prepared to 
provide the guidance and such regulation and self-government 
as may be necessary in this as in other fields of the practice of 
medicine? It was felt that direction in these matters must be 
obtained. 

It is therefore strongly recommended that your Committee 
on Occupational Medicine for the year 1961-62 receive specific 
instruction on the above matters. 

Respectfully submitted. 

P. K. Tisdale, 
Chairman. 
Addendum 


Subsequent to the submission of our Annual Report, your 
committee received Executive direction to explore ways and 
means of instituting a comprehensive survey of the field of in- 
dustrial and occupational medicine in the Province of Manitoba 

Your Committee also feels that the second suggested activity 
of this committee, namely the promotion and di ination of 
information and development of ethical occupational medicine, 
might best be achieved through the establishment of an organ- 
ization which could inspect and accredit occupational medical 
establishments. It would seem that such an organization would 
only be feasible on a national basis, This suggestion has been 
forwarded to the nucleus committee on Industrial and Occupa- 
tional Medicine of the Canadian Medical Association. 


Pharmacy 


To the President and Executive of 
e The Manitoba Medical Association: 


(a) Major activities of the Committee on Pharmacy have been 
in relation to the provision of drugs under the Provincial 
Medicare plan. A specific request from the Minister of Health 
and Public Welfare to the Manitoba Medical Association for 
assistance in obtaining improved compliance with the provisions 
of the Medicare Formulary was referred to the Committee. The 
Committee noted and accepted the opinion of the Minister that 
the province could not finance “‘an open ended drug account that 

d cover all proprietary products and productions.” 

A letter was prepared, and after approval by the Executive, 
was circulated to the membership of the Association pointing 
out the necessity for improved co-operation of the medical 
profession in implementing the system for the control of drugs 
prescribed under this Plan. Compliance with the provisions of 
the Formulary still is very inadequate, and the Committee 
should like to emphasize again the fact that some limitation of 
the cost of drugs prescribed for Medicare patients is essential 
if this one item is not to overbalance payments for other goods 
and services under the Plan. 

It is felt that the present Formulary, which provides for 
review by the Manitoba Medical Association and flexibility in 
the introduction of new items, is to be preferred over some more 
rigid system which may become necessary if the principles upon 
which the present system ~ predicated cannot be followed. 
Special prescription pads for dispensing drugs for Medicare 
patients, which would specifically call attention to the ions 
for the use of generic names and for filling at hospital pharma- 
cies, has been suggested as one solution to this problem. 
pig och this may represent an additional item for the physician 
to keep track of, it will at least eliminate oversight in these 
important matters, and a trial of this system is recommended. 

Dang the year the Commie has reviewed « numberof 

or additions to the Medicare Formulary, some of 
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which have been recommended for inclusion in the next printi 
of the Formulary. It also has noted, and would like to call 
attention to the fact that Federal regulations prohibit Seoutine 
of narcotics by hospital pharmacies to patients not in their own 
wards or clinics. After September 1, 1961, Medicare prescrip- 
tions containing narcotics cannot be filled at hospital pharmacies 
(b) At be request of the Canadian Pharmaceutical Manu- 
facturers Association, members of the Committee met with 
representatives of their Medical Section to discuss relations 
between pharmaceutical manufacturers and physicians. A major 
item of discussion was the extent to which physicians obtain 
useful information from drug-house publications. The Com- 
mittee ag to co-operate in a plan to obtain information on 
this subject through questionnaires, but would like to point out 
in this report, that, in general, it does not consider releases by 
pharmaceutical houses to be a satisfactory source of information 
on new drugs and drug uses for practising physicians. 
(c) The Committee also has made recommendations with 
respect to communications from lay groups to the Executive 
Committee relating to drug prices and drug reactions. In 
these matters have been too broad to be dealt with definitively by 
a provincial medical organization, but it is encouraging to note 
re tendency to refer such matters to the Association. 
ully submitted 
Mark Nickerson, 
Chairman 


Public Health 


To the President and Executive of 
és The Manitoba Medical Association: 


On behalf of the Committee on Public Health of the 
Manitoba Medical Association, I beg to submit the following 
report for the year 1960-1961. 

In accordance with usual practice, a meeting of the Health 
Officers Section of the Manitoba Medical Association was held 
on Monday, September 26, 1960. A full day session was held 
in the Board Room, Department of Health, and the section was 
entertained to luncheon by the Minister of Health, Dr. G. 
Johnson. In the evening, a full-time and part-time 
Health Officers sectional annie was held in the 
Hotel. The guest speaker, Dr. R. J. Walton, gave a most 
interesting discourse on present day trends and research in the 
treatment of cancer. The section business meeting followed 
“as for the coming year were appointed. 

W. G. French, St. Boniface Health Unit. 


Secretary 
M. G. Smith, Red River Health Unit. 


spring meeting of 
Health Officers held their sont institute. Guest pen od at 
the Manitoba Public Health Association meeting was Dr. F. 
Burns Roth, Deputy Minister of Health, Province of Saskat- 
chewan. The final day of the institute was combined with a 
meeting of Advisory whee yr Board Representatives from across 
the province, and several important motions concerning public 
health within the province were submitted to the Minister of 


Health. 

During the year, several important surveys on various 
aspects of public health have been completed. 

(1) In Sieh, 1961, the Executive of the Manitoba Medical 
Association forwarded a questionnaire on “Use, Conservation 
and Pollution-Control of Water Resources” within the Province 
of Manitoba to the committee on Public Health. This was 
completed and forwarded to the Executive for consideration and 
of Canada and the Canadian 


the “Canadian Mother and Child.” Results of this study were 
submitted to the National Health and Welfare Department, 


more into line with modern 

Health Services and Programs within the Province + sl Manitoba 
was es. This was followed in the spring of 1961 by 

(5) A survey of all Health Officers in regard to the 
academic training for future Health Officers. These latter two 
projects were held as part of a Dominion-wide survey cndullll 
by the National Health and Welfare Department and the 
School of Hygiene, University of Toronto. It is expected that 
the results of these surveys will have considerable effect on the 
training of Health —_ and also on public health programs 
across the Domini 

The aunties; on — Health has been involved in all 
the above Projects and hopes in the coming year to continue 
such activity and receive from the Executive, stimulation, 
suggestions for study, or subjects for consideration, as will 
further the cause of Public Health within the province. 


Respectfully submitted. 
W. Watt, 


Chairman, 


Rehabilitation 


To the President and Executive of 
The Manitoba Medical Association: 


During the past year meetings of both the Advisory 
Committee to the Rehabilitation Hospital and your Rehabilitation 
Committee have been held from time to time as necessary. 

Our Rehabilitation Hospital is progressing well and should 
be ready for occupancy in the Spring of 1962 as planned. At 
the present time it is about three months ahead of schedule. 

Our School of Physiotherapy opened in September, 1960, 
with 18 students, 15 of them electing the Physiotherapy course 
and 3 the occupational therapy; we anticipate that there will 
be 24 students registered for physiotherapy Pry 8 for <a 

py in the new starting this f ~ a is 
on a par with the best of such institutions hy. 

e chairman of your committee attended a satis of the 
Custien Medical Rehabilitation Committee held in Toronto 
on February 13 - 14, 1961. Common problems were discussed 
and suggestions were made for the more advantageous use of 

available government gtants. 

A further recommendation concerned the shortage of physical 
and occupational therapists and er personnel required in 
rehabilitation programs, and it was recommended that provincial 
governments be urged to take every possible step to encourage 
the training of such personnel in co-operation with the Uni- 
versities in their areas. 

Considerable thought was given to a statement of policy for 
our new Rehabilitation Hospital. This was at some 
length in both the Rehabilitation Hospital Committee and the 
Advisory Committee. Our final satement was a unani- 
mously, as follows: 


43. 
The Manitoba Rehabilitation Hospital 


Purpose 

The hospital has been designed to complement the work of 
general hospitals by providing special facilities for the treatment 
of patients with certain conditions. special facilities con- 
<= an expansion and elaboration of those departments 

which specialize in treatment by physical methods and those who 
need this sort of treatment are the ones who will bnefit most 
from admission to the hospital. 

It is appreciated that the rehabilitation of a patient begins 
from the time that he first becomes ill or disabled and that the 
For this reason it is expected that many patients in the re 
tation hospital will have been transferred there from oul 
hospitals, that their stay will be of limited duration, and that 
there will need to be a very close co-operation between those 
for the patients, in the widest sense, after discharge from 
hospital. It is anticipated that the hospital may well serve as 4 
centre where doctors can readily arrange the co-operation of 
ment in individual patients. 
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How to Achieve This 
doctors referring patients to the hospital. use of the 
maximum efficiency in the co-ordination of the various forms 
of — 9 and itation services, the hospitals will have 
on its staff specialists in physical medicine who will consult the 
doctor who has referred the patient to the hospital and who, as 
a result of this consultation, will be in a position to advise 
regarding the physical aspects of treatment. 
What Patients Are Suitable 
The hospital will operate as an open hospital to all patients 
who can benefit from the specialized forms of treatment avail- 
able. Since the treatment is mainly of a physical nature 
main groups of patients will be suffering from conditions 
affecting the locomotor system, in particular patients suffering 
from cardio-vascular accidents, conditions no longer 
in the acute stage, and arthritic conditions. In addition to the 
above, 5 pecial facilities will be available for the rehabilitation of 
a He amputees together wi ose ering from 
miscellaneous neurological conditions, and cardiac and respiratory 
cripples. It is anticipated that the majority of patients will have 
recovered from the acute phase of their illness at the time they 
are transferred to the hospital and facilities for the treatment 
and investigation of acutely ill patients will therefore be limited. 
On the other hand the hospital is not os for those 
requiring care he length of stay is 
expected to be in the region of eight weeks 
Services Available 
In-patient accommodation, com: 158 beds, is divided 
mainly into four-bed units and is y designed for the 
treatment of the conditions nied — with easy access to 
the therapeutic departments. There are large physiotherapy 
and occupational therapy departments with all modern facilities, 
an ample gymnasium and facility for special investigations and 
— such as speech therapy, radiology and electromyo- 
graphy 
These departments will be available for the contin treat- 
ment of patients following their discharge from hospi o> ron 
treated on a purely out-patient basis. In this case the same 
principles of availability of consultant services will apply to out- 
patients, as in the treatment of in-patients. 
A modest amount of laboratory space has been provided for 
research in the field of the locomotor diseases. 
Arrangements for Admission 
Admission will be arranged as a result of consultation 
attending physician. 
Medical Staff 
Details of organization of the medical staff will be in 
a with the usual practise in other fully accredited 
itals, 
Respectfully submitted. 
F. Hartley Smith, 
Chairman. 
Special Committee on Tissues 


To the President and Executive of 
The Manitoba Medical Association: 


In accordance with the agreement between M.M.A. and 
M.H.S.P. five Area Tissue Committees were set up throughout 
> province by the local District Medical Societies to implement 

the regulations under the Hospitals Act. Two meetings of the 
Ad Hoc Committee to establish this system were held, plus a 
meeting by the M.M.A. and M.H.S.P. representatives to draw 
up forms and summary of the method of procedure. 

Tt was decided by the M.M.A. Executive that Area Tissue 
Committees have jurisdiction over all hospitals except those in 
Brandon and Winnipeg where this system has been in force for 
many years. 

The system of Area Tissue Committees was devised to bring 
to rural hospitals the educational and self-disciplinary benefits of 
the Tissue Committee system as employed in urban hospitals. 
committees 


standards improve and that nearly all deviationists conform to 

better practises when non-acceptable cases are ir 

gues. 
fiant deviationists in urban practice 

e.. withdrawal of admitting privileges but 

practical in rural areas. In the rare i 


to the attention of the M.M.A. Executive Committee. The 
Executive Committee can attempt to deal with the matter or 


submitted. 
F. G. Allison, 
Chas 


Workmen’s Compensation Board 
Board of Reference 


To the President and Executive of 
“ The Manitoba Medical Association: 


During the period September Ist, 1960, 
the Board met on 20 occasions, dealing with 1 9 Manitoba cases 
and one Saskatchewan case. 


The expanded of 
working out satisf: 

Respectfully 

F. G. Allison, 


Chairman. 


Workmen’s Compensation Board 
Negotiating Committee 


To the President and Executive of 
a The Manitoba Medical Association: 


‘There have been three meetings with the Workmen’s 
Compensation Board in an effort to negotiate a new fee 
schedule as instructed by the Manitoba Medical Association 
Executive in the fall of 1960. The Board has felt disinclined 
to accept the revised Relative Value Fee Schedule as first pre- 
sented to them. 

When the modified Relative Value Fee Schedule was not 
completed by the end of December, 1960, the following agree- 
ment was : 

“THAT as of January Ist, 1961, the present agreement 
between the Workmen’s Compensation Board and 
the Manitoba Medical Association shall terminate. 

THAT effective January Ist, 1961, and up to May 15th. 

1961, the current fee schedule of the Workmen’s 
Compensation Board be used with a forty percent 
(40%) increase, and that this temporary agree- 
ment be without prejudice to future negotiations.” 

On May Ist it was apparent that the revised Relative Value 
Fee Schedule would not be ready and an extension until 
lst was requested and granted by the Board, with the ion 
1956. 

The new and final Relative Value Fee Schedule as accepted 
by the Executive was presented to the Workmen’s Compensation 
Board for their consideration prior to August 9th, 1961, at 
which time a meeting was again held with them. ‘Again the 
Workmen’s Compensation Board felt that this would be un- 
acceptable, and as of this writing, we have just received a 
counter proposal from the Workmen’s Compensation Board. A 
study of these proposals is being undertaken, and negotiations 

The Chairman is greatly indebted to the contributions made 
and K. Rankine Trueman. 


Respectfully submitted. 
L. R. Rabson. 
Chairman. 


| 
| 
and bad public relations. Urban experience has shown that a : 


634 The Manitoba Medical Review 


[November, 196] 


Advisory Commission, Health Services Act 


To the President and Executive of 
io The Manitoba Medical Association: 


Only one meeting of this combined lay and medical committee 
was held in the lat year to make decisions on addition 
try hospitals as construction was held in abeyance pending 

pe a ee the Willard Commission report. 


Respectfully submitted. 
F. G. Allison, 
Representative. 


The Alcoholism Foundation of Manitoba 


To the President and Executive of 
an The Manitoba Medical Association: 


1960 again saw a marked increase in the use of the services 
of the foundation. 


Important to the development of the Foundation’s program 

is a clear understanding of our work and role by those professions 

i hich might be called upon most to counsel or treat alcoholics 
or advise others interested in them. 


We have tried over the years to build our Foundation’s 
reputation on authoritative, dependable information and have 
avoided sensational headlines and extreme 


Our report shows an increase in services rendered of 32.80% 
for 1960 over 1959. This figure includes alcoholics, members of 
families of alcoholics, employers, friends, doctors and others. 


There is always present a certain amount of well-meant but 
unrealistic pressure based on the idea that the Foundation 
assumes complete treatment responsibility.- However, success in 
treatment is more likely when the problem of addiction is 

and treated before it has progressed too far. Physi- 
cians, nurses, clergymen, lawyers, and agencies can contri- 
_ very effectively to control and ultimate prevention of this 
illness. 


To support the above the Foundation’s educational program 
is considered of primary importance. Its effectiveness has become 
evident each year by the increasing number of alcoholics and 
others who are referred to us for counselling and guidance. 


We appreciate the interest of more and more members of 
the medical profession. We do not believe that thorough under- 
standing of alcoholism will result directly through the efforts 
of one or more persons specifically assigned to this work; rather 
it is our belief that the effectiveness of professional and lay 

work in this field is largely the result of the successful recoveries 
which are increasing steadily. The indirect results from the 
work of the Foundation are largely attributable to the greater 

ge and understanding of the problem caused by 
alcoholism by a growing segment of our citizens. 


Seven provinces now operate programs to deal with the 
problem of alcoholism and these are state supported to the 
extent of well over $1,000,000.00. It is more and more apparent 
that the Medical Association and physicians in general are 
becoming increasingly aware of the magnitude of the alcoholism 
problem as a preventable and treatable illness. 


We particularly enlist the interest of members of the medical 
profession who at some stage or other have to deal with the 
majority of those who become addicted to this illness. 


Our wwe Advisory Committee, under the chairmanship 
Dr. G. C. Drs. E. J. Bennett, J. 
Johnson, and as ex-officio members, Drs. 
Kovacs, P MacDonnell, T. A. ad 

J. N. R. Scatliff. 


Respectfully submitted. 


E. J. Bennett, 
Representative. 


C.M.A. Editorial Board 


To the President and Executive of 
a The Manitoba Medical Association: 


As representative on the Editorial Board of the Canadian 
Medical Association Journal, I beg to state that the number and 
quality of articles written by Manitoba physicians and published 
in the C.M.A. Journal have equalled those published in past 
years. An article in the May, 1961 issue of the Manitoba Medi- 
cal Review by Dr. H. Davies entitled “Winnipeg, a Medical 
Research Centre” bears testimony to the high quality of work 
done in Manitoba which reflects in scientific articles. 


F. "Edward, J. A. Hildes, A. A. G. 
Medovy, R. J. Millar, K. L. Moore, J. B. Morison, A. L. Owens, 
A. Pan, W. L. Parker, A. G. Rogers and J. C. Wilt. 

Items of Manitoba interest have appeared regularly in the 
Journal. 

Respectfully submitted. 

Ross Mitchell, 
Representative. 


C.M.A. Executive Committee 


To the President and Executive of 
The Manitoba Medical Association: 


50. 

I have attended all the meetings of the Executive Committee 
of the Canadian Medical Association held during the year and 
from that Committee have acted on the Advisory Committee to 
the Federal Government and as the C.M.A. representative to 
the Trans Canada Medical Plans. The individual meetings have 
been reported directly to our Executive Committee and to the 
members through the Journal. 

Respectfully submitted. 

R. W. Richardson, 


Representative. 


Doctors and Nurses Directory 


To the President and Executive of 
‘ The Manitoba Medical Association: 


The following is a preliminary report on the Doctors and 
Nurses Directory affairs in 1961. 

Due to increased activities of the Manitoba Association of 
Registered Nurses, they now require the space in their head- 
quarters which was occupied partially by the Doctors and Nurses 
Directory. Therefore on July 1st, 1961, the Directory moved to 
616 Broadway, where the service will be carried on as usual, but 
with considerable increase in the cost of operation. 

The Directory took over the calls of the Victorian Order of 
Nurses on Saturdays as well as nights, Sundays and holidays. 
The Board of the Doctors and Nurses Directory was approached 
by the staff to ask for permission to increase the capitation fee, 
which is still under advisement. In spite of competition from 
Answering Services, the number of doctors on the registry has 
remained fairly constant, with some increase in numbers. 

Respectfully submitted. 

L. F. Kocsis, 
Representative. 


M.H.S.P. Hospitals Council 


To the President and Executive of 
- The Manitoba Medical Association: 


The Manitoba Medical Association 4, owe 
Hospitals Council of the Manitoba Hospi 
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submitted. 
K. R. Trueman, 
Representative. 


Society for Crippled Children and Adults 


To the President and Executive of 
The Manitoba Medical Association: 


53. 

The Society for Crippled Children and Adults of Manitoba 
is the central rehabilitation agency serving handi children 
and adults in Manitoba. The Society is now in its eleventh 
year and each year has seen more services provided and more 
patients benefitting from these numerous and varied services. 

In the past twelve months 2,904 cases were given service; 
1,768 being adults and 1,136 agen These individuals 
received medical treatment, rosthetics, social services, plus the 
special services of the psychology department, cerebral palsy 
treatment centre, Canadian Paraplegic Association at Deer 
Lodge Hospital, and summer camps. Vocational rehabilitation 
is also undertaken at approved technical and vocational institu- 
tions, business colleges, etc. The Industrial Workshop, a fast 
growing department of the Society, assesses clients for their 
ability and work tolerance and gives training in good work 
habits in a normal work atmosphere. 

Transportation is also provided to and from treatment 
centres, special schools, etc., in a fleet of seven specially equipped 
vehicles. There were 50,000 patient trips last year. 

The Society provides a great service in returning to pro- 
ductive and self-supporting lives, a large number of handicapped 
adults and children (approximately 750 this year), who would 
genera 

All this is done on an average cost per patient year of 
approximately $190.00. This money, one half a million dollars 
last year, came from three main services: (1) Rehabilitation 
grants, (2) March of Dimes, and (3) Easter Seals. 


Respectfully submitted. 
K. D. McKenzie, 
Representative. 


Specialist Committee, C. P. & S. 


To the President and Executive of 
The Manitoba Medical Association: 


During the past year twenty-six applications were made for 
specialist registration. Of these seven were granted extension for 
temporary enrolment; fourteen were enrolled temporarily and 

were given permanent registration. Two applications were 
deferred. 

Respectfully submitted. 

G. P. Fahrni, 


Representative. 


Section of Anaesthesia 


To the President and Executive of 
The Manitoba Medical Association: 


During the past 


year our section was host to several 


Prominent visiting includi 
of Chicago, Dr. Martin Holmdahl of 
Abajian of Vermont University. 
The highlight of our year was hosting the Western Division 
Canadian Anaesthetists’ Society in March, 1961. 


It is distressing to record yet another year’s delay in 
obtaining for services rendered to M.M.S. 


Respectfully submitted. 
J. McCammon, 


Chairman. 


Section of Obstetrics and Gynaecology 


To the President and Executive of 
The Manitoba Medical Association: 


“The Annual Meeting held September 12, 1960, elected the 
following officers for the 1960-61 term: 
Dr. Ross L. Willows: President 
Dr. A. A. Earn: Secretary 
Dr. C. Jean McFarlane: Counsellor 
Six meetings of the Section were held in the past year. Three 
were dinner meetings. The following papers were presented at 
Scientific sessions: 
1. Dr. V. B. Green-Armytage — Surgical and Medical Treat- 
ment of Tubal Occlusion. 
2. Dr. Elinor Black — Fantasies of the Future in Obstetrics 
and Gynaecology. 
3. Dr. A. A. Earn — What is the Vacuum-Extractor. 


land. 
essor Bernhard Zondeck of the Hebrew University Medi- 
cal School, Jerusalem, Israel. 
Dr. L. Ayers, Emeritus, Professor of Surgery, New York 
University, N.Y. 
Major business sessions dealt with the following: 
1. Draft of Relative Value Index. 
2. Canadian Cytology Committee request for information. 
3. Brief to Economics Committee, M.M.A. re inquiry by 
t Commission into Medical Education. 
4. Report of the First National Conference Committee on 
Maternal Welfare. 
5. Brief to ad hoc Committee, M.M.A. re: Draft of Proposed 
Regulations under the Hospitals Act (Manitoba) . 
The next annual meeting is to be held on October 2nd, 
1961. 
Reported on behalf of the Chairman of the Section, Dr. R. 
L. Willows. 


Respectfully submitted. 
A. A. Earn, 
Secretary. 
Orthopaedic Section 
To the President and Executive of 
The Manitoba Medical Association: 
“The Section has held a total of seven in the pest 


meetings 
year. All meetings were well attended. In addition to regular 
business it was possible to include a scientific program at all 


meetings. 

The Section entertained Sir Walter Mercer at a meeting in 
January, 1961, on the occasion of his visit to Winnipeg to 
deliver the first Alexander Gibson Memorial lecture. Sir Walter 
Mercer was recommended for honorary membership in the 
Orthopaedic Section of the Manitoba Medical Association. 

The first symposium on Orthopaedic Disabilities and Reha- 
bilitation was held in October, 1960. This was made possible 
by the support of the Society for Crippled Children and Adult 

of Manitoba, the Sanatorium Board of Manitoba, and the 
Workmen’s Compensation Board. The symposium was of high 
well attended. Its success made it possible to enlist 
these ies once more to plan a second symposium 

on December 9th, 1961. We have been 


ito the 
su 
meeting in the Marlborough Hotel: 
Dr. V. B. Green-Armytage of the Postgraduate Medical 
54. 
55. 
Out-of-town participants were Dr. Soloman G. Hershey of the 
Anaesthesia Department of Beth Israel Hospital and Dr. Louis 
Orkin of the Anaesthesia Department of Albert Einstein 
College of Medicine. 
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fortunate in obtaining the following outstanding personnel to 
take part in this symposium: 

Dr. W. S. Tegner, London Hospital 

Dr. Harrison McLaughlin, New York 

Dr. Joseph Milgram, New York 

Dr. Edwin Cave, Boston 

Dr. R. I. Harris, Toronto 

Dr. Chas. O. Bechtol, Los Angeles 

Dr. Joseph Boyes, Los Angeles 

There is every indication that the symposium will be on 
a high plane and should be of interest to all of the profession 
throughout Manitoba. It is also expected that many others 
from across Canada and the adjoining states will attend as they 
did last year. 

The Orthopaedic Section in conjunction with the Medical 
Advisory Board of C.A.R.S. were successful in setting up a 
monthly orthopaedic clinic at the C.A.R.S. centre in King 
Edward Hospital. These meetings have been of utmost interest 
and well attended by orthopaedists and rheumatologists. These 
meetings are held the third Tuesday of each month and should 
be of interest to the profession in general. Anyone interested 
is welcome to attend these meetings. 


Respectfully submitted. 
Chas. Helleahers, 


Chairman. 


Section of Pathology 


To the President and Executive of 
The Manitoba Medical Association: 


Since the last Annual Meeting in May, 1960, our Section 
has met for three regular, one emergency, and an ual Meet- 
ing. All meetings have been of the routine business type, with 
Standards of Licensure and Area Tissue Committees forming 
the bulk of the discussions. No scientific meetings were held 
during this session. 

Officers for the current year are: 

President: Dr. F. H. Burgoyne 
Vice-President: Dr. Peter Warner 

Past President: Dr. D. W. Penner 
Secretary-Treasurer: Dr. C. N. Crowson 


Respectfully submitted. 
C. N. Crowson, 


Secretary-T reasurer. 


Section on Psychiatry 


To the President and Executive of 
The Manitoba Medical Association: 


The increase in tempo of activities of the Section and the 
increased volume of business reported last year have continued 
this year unaltered and reflect a healthy and active membership. 
Sectional oe. were held at Winnipeg, Brandon, Portage 
la Prairie and Se during year. These were well 
attended and covered a broad program of business and scientific 
topics. 

The advisory Committee, formation of which was noted last 
year, held five meetings during which a variety of subjects of 
both regional and national interest were studied at length. 
Various individual members of the section formed the nucleus 
committee of the C.P.A. Committee on Medical Economics 
and having presented a preliminary report in June will continue 

the coming year in preparation of a more exhaustive 
study. Preliminary study has also been made of some material 


relative to the Royal Commission on Health Needs and Re- 
sources and a committee has been struck to submit a brief in 
the early fall. 

At the Annual General Meeting of the Section the following 
coming year: 


office-bearers were elected for the 


[November, 196] 
Chairman Dr. R. H. Tavener 
Vice-Chairman Dr. J. Burch 
Dr. Gerda Allison 
Secretary-Treasurer Dr. I. B. Thomson 
Respectfully submitted. 
I. B. Thomson, 


Secretary-T reasurer, 


Nominating Committee 


To the President and Executive of 
The Manitoba Medical Association: 


61. 


The Committee wishes to submit the following nominations: 


Officers and Members-at-Large 


President: 


Dr. 


K. R. Trueman, Winnipeg 


First Vice-President: 


Dr. K 


I. Johnson, Pine Falls 


Second Vice-President: 


Dr. 


Dr. 


D. Parkinson, Winnipeg 
L. R. Rabson, Winnipeg 


Honorary Secretary 
Dr. F. W. Duval, Winnipeg 
Honorary Treasurer: 


J 

D. M. Boissevain 

V. jJ.H Sharpe, Brandon 

Cc. M. Thomas, Portage la Prairie 
Senior Membership, C.M.A. 


and Manitoba Division 
(two to be selected) 


William Frederick Abbott Winnipeg 
Kristjan Jonsson Austmann — Winnipeg 
William John Barber Winnipeg 
Sigurgeir Bardal Shoal Lake 
Alfred Henry Boon __________. Birch River 
Thomas Cloudsley Brereton Winnipeg 
Thomas Irwin Brownlee —________. Russell 
Charles William Burns — Winnipeg 
James William Cairns — Pipestone 
Archie Peter Cameron —_.. .. Swan River 


Alexander Murray Campbell ___. Winnipeg 


Winnipeg 
William Creighton Winnipeg 
Royal Edward Dicks — Dauphin 
George Coltherd Dodds —_. Winnipeg 
Irwin Offero Fryer Winnipeg 
James Polson George __________-___. Winnipeg 
Keith Gordon Grant Winnipeg 
Fred Lawrence Jamieson Winnipeg 
Frederick Gallagher McGuinness. Winnipeg 
George Boyd McTavish _______. Winnipeg 
Donald John Gunn Maclean _____. Winnipeg 
Frank Alex. Macneil... innipeg 
John Roy Martin — Winnipeg 
Alexander George Meindl _ Winnipeg 
Wesley George Montgomery _____. Winnipeg 
Acram Moyse Winnipeg 
Joseph Picard innipeg 
William Gordon Rutherford __. Winni 

Tin hee Russell 
John Ephriane Tisdale —___ Winnipeg 
Norman Wilfred Warner _______. Winnipeg 
Thomas Henry Williams _. Winnipeg 
Fred Armstrong Young — Winnipeg 


ae. 
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Representatives to Board of Trustees 
edical Service 


Manitoba Mi 
(three to be selected) 
Dr. R. L. Cooke Winnipeg 
Dr. W. J. Elliott Winni 
Dr. K. I. Johnson Pine F, 
Dr. R. F. M. Myers Brandon 
Dr. G. J. Smith Gladstone 
Respectfully submitted. 
H. L. McNicol, 
Chairman. 
The following nominations were received from the floor. 
Dr. A. T. Gowron, Winnipeg 
Dr. Jacob Hollenberg, Winnipeg 
Economics Committee 
To the President and Executive of 
-_ The Manitoba Medical Association: 
During the year 1960-61 the Economics Committee held 
sixteen regular meetings. 


categories: 
A. Matters affecting the Manitoba Division, C.M.A. 
B. Matters of concern not only to our Division but also 
under study by the Economics Committee of the C.M.A. 
A. Matters affecting the Manitoba Division, C.M.A. 

1. The initial effort of the committee was directed towards 
establishing a study by Professor Clarence Barber of the Depart- 
ment of Economics, University of Manitoba, as to the income 
limits below which a person could be considered: (a) indigent, 
and (b) para indigent, that is in the marginal income group. 
These ae approved by the Executive, ag in a 


comprehensive thorough study and report Professor 

When the was approved by the Executive it was 

submitted through the Advisory Committee to the Provincial 


Government, as a basis for future consideration. 

2. A brief from the Manitoba Medical Association to the 
Commission on Medical Education established by the [-- 
ment of the Province of Manitoba, was completed by the 
Economics Committee, Dr. D. P. Snidal, Chairman of Medical 
Education and Dr. H. E. Bowles, Chairman of Hospital Rela- 
tions. It is sufficient to say that nine drafts of this brief were 

tive 

man on March 21st. Major recommendations contained in the 
report were 

(a) The extension of prepaid comprehensive coverage to both 

indigent and para indigent groups in co-operation with 
the Provincial Government. 

(b) The establishment of University clinics in the major 

teaching hospitals, 

(c) The pt enor of General Practice Sections in all 

teaching hospitals. 

(d) The establishment of a Liaison Committee between the 

Manitoba Medical Association and the Faculty of Medi- 
cine, University of Manitoba, whereby 


the Association 
make its contribution to teaching. 
3. Lectures to medical students were continued this year. 

The lecture on “How to Set Up a Practice,” was carried out 
under the Chairmanship of Dr. James Menzies of Morden with 
the co-operation of Dr. Michael Grace of Transcona. They 

were assisted by a Bank Supervisor and Chartered Accountant. 
A second lecture on “How Medical Care is provided to all 
tizens,” was given by the Honourable Dr. George Johnson, 
Minister of Health and Public Welfare, describing the part that 
Government plays. Dr. J. C. MacMaster described the principles 


of prepaid medical care with particular reference to the doctor- 

M.MS. Dr. J. P. Gemmell and the Chairman of 
your Committee outlined the part played by private doctors in 
the provision of medical care. 


Approval was given by the Executive for the Economics 
Committee in 1961-62 to hold three dinner meetings in co- 
operation with the Manitoba Medical Service at which these 
lectures given. 

4. The Economics Committee in co-operation with the 
Executive of Manitoba Medical Service, undertook to indocrinate 
the newly elected members of the Manitoba Medical Service 
Board with the principles and practises of the Manitoba Medical 
Service. It is regrettable to ye that of the many doctors 
invited only two attended this discussion. 

5. An intensive study of the medical care of chronically ill 
patients in extended treatment institutions was und n by a 
sub-committee under the chairmanship of Dr. A. R. Tanner. 
Meetings were held with members of the Sanatorium Board, 
Provincial Government, City Health Department and various 
representatives of the doctors concerned. 

Although a temporary agreement was reached to allow 
medical services in extended treatment hospitals to be a p Ah oo 
cost under the Hospital Services and Diagnostic Act, it is now 
found that the Federal Government will not presently partici- 
pate. The Economics Committee is endeavouring to establish 
representation for the doctors concerned in order that the 
Association may negotiate on their behalf. In all our negotia- 
tions concerning chronic care the Executive approved of our 
recommendation that the institutions be considered open hospi- 
tals and the status of the bed should bear no relationship to the 
patient’s financial standing 

6. The Economics Committee recommended to the Executive 
during the ‘By si year that enrollment in our doctor- sponsored 
prepaid plan be open to 2 individuals regardless of age, in 
other words “open enrollment.” It is gratifying to report that 

The Economics Committee also recommended inclusion of 
periodic health examinations within the comprehensive service 
contracts offered by M.M.S. for people who had not required 
such an examination in the course of any illness. This again 
been accepted by M.M.S. Furthermore, in the extension of 
enrollment the Economics Committee recommended that 
enrollment be available to a minimum of five employees pasome 4 
less of employer contribution if M.M.S. considered it to be 
feasible and practicable. This too has been accepted by the 
Board of M.MLS. 

7. The Economics Committee recommended to the Executive 
that enrollment of doctors and dependents in M.M.S. for group 
medical coverage be sought as quickly as possible and that 
widows and dependents be allowed to enroll in such a group. 
This would enable the group to purchase extended health 
benefits once they held the basic contract. The matter has been 
referred to the Insurance Committee for consideration. 


Addendum 

8. The Questions and Answers Page in the Manitoba 
Medical Review continued to operate each month. Due to lack 
of questions supplied by members of the profession, the com- 
mittee submitted its own questions and answers. 

9. The Economics Committee recommended that there be a 
speaker on economics at each District Medical Society meeting 
as economics becomes more important. 

64. 
B. Matters pertaining to C.M.A. Economics Committee 
Economics Committee were 


1. Relative Value Fee Schedule. C.M.A. is still studying 
this Canada-wide Relative Value Index and is having difficuleiee 
with which this Executive is not unfamiliar. The B.C. Division 
has offered to make a survey using the Relative Value Index and 
this survey will be reported upon and studied at a later date. 

2. Insurance Claim Forms. These are still being studied 
with a view to improvement. It was reported that by end of 
1960 ninety-five percent of companies which sell this type of 
insurance will be included. 


r, 
$: 
| u | | insurance 
panies, the Manitoba Division recommended and the C.M.A. 
Economics Committee accepted the recommendation that fee 
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the insurance company does not necessarily represent the total 
doctor’s fee. 

4. The questionnaire of 1960 was reviewed because objec- 
tions were raised as to the validity of certain questions. This 
matter was studied and the C.M.A. Executive at its last meeting 
accepted the questionnaire as valid. 

5. The question of hospital admissions and discharges. The 
central committee feels that medical staffs within hospitals must 
take very definite and effective measures in order that admissions 
and discharges can be properly supervised. 

6. The question of expert witnesses was discussed and where 
a doctor acts as an expert witness, definite amounts were sug- 
gested to the Divisions for each witness in this field. 

7. Royal Commission. The central Economics Committee 
instituted a request for the establishment of a Royal Commission 
on Health Services to study such services in Canada. The 
Executive Committee of C.M.A. accepted this recommendation. 
The request was forwarded to the Prime Minister, the results 
of which you are now all familiar. 

8. A committee has been set up by C.M.A. and the Canadian 
Hospital Association to discuss the payment of medical services 
in extended treatment hospitals. 

9. The Economics Newsletter will be printed at the discretion 
of the Department of Economics. 

10. The Committee on Prepaid Medical Care recommended 
to the Executive the contents of a comprehensive service 


which was presented to the Council of the C.M.A. in June 1961. 


65. 

In addition to the sixteen formal meetings recorded above, 
the Economics Committee held meetings with y= Dean, Faculty 
of Medicine and his assistants, and with the Section of General 
Practice. 

It is customary for the Chairman of the Committee to thank 
the members of his committee. This is sometimes done as rou- 
tine but in view of the work accomplished by this Committee in 
the past year, it is felt that a special mention of such gratitude 
should be made to the following doctors who form the com- 
mittee: G. M. Black, R. L. Cooke, J. C. MacMaster, D. N. C. 
McIntyre, W. S. Neal, M. A. Sirett, A. R. Tanner and K. R. 
Trueman. 


Respectfully submitted. 
L. R. Rabson, 


Chairman. 


Professional Policy Committee 


To the President and Executive of 
The Manitoba Medical Association: 

The activities of the Committee in the past 12 months were 
devoted for the most part to the compilation in final form of 
the Relative Value Fee Index, which was approved in principle 
at the Annual Meeting of the M.M.A. in 1960. This is now 
in printed form approved by the M.M.A. Executive Committee 
for distribution to the membership at large. 

It must be remembered that this Fee Index is to replace the 
Fee Schedule of 1954 and by the specific request of the M.M.A. 
Executive, is listed without a whether performed by 
generalist or specialist. speaking most procedures 
were valued by the specialist poe: involved, although finally 
adjudicated by this committee composed equally of general 
practitioners and specialists. The listing of le value 
contrasts directly ab the most recent schedules of the Medical 
Associations in British Columbia, Alberta, Saskatchewan, 
Ontario, and Nova Scotia, where Ws coy are listed under 
different general practitioner and specialist value, although a 
— number of common procedures are listed with equal 


Following negotiation with the Workmen’s Compensation 
tx 1960, the M.M.A. Executive asked for a 


clarification of the post-operative care interval. This was set 
at 6 weeks, corresponding to the usual custom in this province. 

Other matters dealing with interpretations of M.M.S. 
regulation were dealt with as well as problem requests from 


different sections, as referred to our committee by the M.M.A. 
Executive Committee. 

The present problem being dealt with by this committee 
is the translation of the new Fee Index to M.M.S. and the 
development of new ground rules mutually acceptable to the 
M.M.A, and M.M.S. Many thorny problems have come to 
the fore, the most prominent of these being the differential fee. 

The official Manitoba Medical Association position at present 
is a recognition of a fee differential between general practitioner 
and registered specialist in relation to M.M.S., with a restriction 
of specialist practice to their specified bloc. 

It is my personal feeling that this problem should be settled 
soon, with a definite differential set for each bloc of specialists 
and that a reasonable list of common procedures be decided on, 
in which specialist care is usually not necessary and that 
common fees prevail in these instances.. When such a suitable 
formula is arrived at, this will apply to the Fee Index. 

I wish to thank the members of this committee, Drs. Birt, 
A. A. Campbell, Crust, MacKinnon, Malkin, Mosher, Natsuk, 
Neal, Roulston and Walton, for a year of demanding work. 

This report terminates, for the present time, my association 
<— this committee dating back to its inception in January, 

Respectfully submitted. 

M. K. Kiernan, 


Chairman. 


67. 
Other Committees 
No unusual activities were reported from the following 
committees: 
Nursing 
Nutrition 
Organization. 


Advisory Committee to Provincial 
Government 


To the President and Executive of 
-_ The Manitoba Medical Association: 


M.M.A. representatives met with the Minister of Health 
and his ——- in November, January, June and Sep- 
One of the matters discussed was finally passed by the 
as follows: 
X-RAY AND LABORATORY SERVICE 
THAT M.MSS. pay for diagnostic services on M.M.S. 
subscribers who attend hospitals for tests not covered by 
M.H.S.P., when other facilities are not available. The doctor 
who signs the M.M.S. card pays the hospital for technical 


costs, 

The Section of Radiology has been asked to determine what 

the professional fee will be. 

The matter of ong wader for ph pits working in chronic 
care hospitals has been discussed at length and the Minister has 
agreed to the principle of guaranteed income supplemented by 
earnings from private patients but the final details have still to 
worked out. 


" Costs of drugs in the Medicare scheme is of concern to the 
Government and in consultation with your representatives special 
prescription pads are being printed for Medicare patients con- 
taining essential information as to where and when prescriptions 


may be filled. 
4 


; In accordance with a motion passed by the Executive, the 
Minister was given a copy t report on para-indigents 
in the Province of Manitoba. Using the figures in this report it 
is estimated that $7,000,000. annually of subsidy would enable 
the low income group to purchase M.MLS. subscriptions. This 
matter is presently under study by the Government. 

Respectfully submitted. 
F. G. Allison 
Chairman. 
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Medicare Advisory Committee 


To the President and Executive of 
The Manitoba Medical Association: 


69. 

Representatives of the Department of Welfare, M.M.S. and 
MM.A. met in December and se. Many complaints and 
misunderstandings were dealt with 

Recommendations for additional welfare funds to be given 

high proportion of indigents 
the problem of payment for refractions was discussed at 
length, both by this committee and by the Ophthalmology sec- 
tion. Dr. MacMaster pointed out the difficulty in arranging 
payment for the procedure of one section only which had not 
been agreed upon in the original contract negotiations. A further 
recommendation from the Ophthalmology section is awaited. 

The committee discussed the advisability of Welfare Depart- 
ment paying mileage for a rural anaesthetist called upon to make 
a special trip for a true surgical emergency in a Medicare 


patient. 
Respectfully submitted. 
F. G. Allison, 


Representative. 


Sanatorium Board of Manitoba 


There was a small increase in the number of new active cases 
of tuberculosis, partly because tuberculous refugees were in- 
cluded. However fewer cases had reached a far advanced stage. 
Twenty-five percent were over fifty years of age and somewhat 
surprisingly nine percent were under ten years of age. The 
latter was due directly to family contacts. 

In prevention the emphasis is on tuberculin tests and less than 
10 percent of high school and university students age 15 to 
24 showed a positive reaction. During 1960 the Central Tuber- 
culosis Clinic has been located at the Winnipeg General Hospi- 
tal. It is anticipated that the Clinic will be able to move to its 
new quarters in the Rehabilitation Hospital in the near future. 


Respectfully submitted, 
Murray H. Campbell, 


Representative. 


Public Relations 


To the President and Executive of 
The Manitoba Medical Association: 


The 1960-61 year has been an active one for this Committee 
and I wish especially to acknowledge the time and effort given 
by the other members of the Committee during this year. 


Item 1 — Press Relations 

Mr. E. L. Telpner has continued in the employ of the 
M.A. during the past year. On the 21st of August I sub- 
mitted a full report on Mr. Telpner’s work to the officers and 
executive. In brief, I am able to report that I believe we have 
had very good press publicity during the past year. For example, 
there have been four full page features in the Free Press during 
the past twelve months, one dealing with a day in the life of an 
ar two dealing with Manitoba Medical Service, and the 
fourth, a full page feature on cancer. As well there were a 
number of less extensive efforts including articles on the medical 
problems of alcoholism, safety for children through the poison 
center at the Children’s Hospital, and reports on medical honors 
awarded individual doctors such as the election of Dr. D. F. 
McIntyre to senior membership in the C.M.A. Our annual 
meeting last year and other medical meetings occurring in the 
city during the year such as the meeting of the American Col- 
lege of Surgeons were very well covered in the Press. 

While several articles have appeared in the newspapers which 
were not ig to my liking or that of other members of this 
Committee, I think that in general we have had good press 
relations: better than at other times in the past. 

Item 2 — Radio and Television 
On the 3rd of October, 1960 a dinner meeting was held 
between some of your officers and some members of the Public 


Relations Committee with Messrs. J. R. Finlay, D. Cameron and 
W. Carpentier of the C.B.C. These gentlemen felt that there 
was an opportunity to present some programs of medical interest 
over the C.B.C. television station here. The original scheme 
mentioned was that we might produce a series of brief interview 
type programs in which doctors might appear and be interviewed 
on matters pertaining to Medical Association business which 
would also be of interest to the general public. A list of suitable 
topics was prepared and presented to the C.B.C. In our later 
contacts with the C.B.C. it became evident that the producer who 
was assigned to help us with this was able to give us an oppor- 
tunity to produce a series of thirteen twelve minute programs to 
be shown on Spotlight. A series of topics has been prepared and 
again submitted to the C.B.C. 

The theme of the series is that the provision of medical 
services in Manitoba or any other community is a complex and 
difficult business. We feel that the general public has little 
conception of what is entailed in the production of the services 
which they feel should be provided them as a natural right. 
There is no thought in the Committee that such a series of pro- 
grams should be, in any sense, a series of propaganda pieces but 
simply factual presentations of the way in which medical students 
are recruited and trained, the way in which internes are trained, 
the way in which prepaid medical care is arranged, the way in 
which research projects and postgraduate training are done, the 
way in which hospital services are utilized by doctors and so on. 

Because this is a difficult and time consuming and extensive 
project it has been placed in the hands of Dr. Michael Bruser 
who has undertaken to form the necessary subcommittee to 
continue work on this project. 

Item 3 — Indiana State Police Display on Traffic Safety 

The Committee on the Medical Aspects of Traffic Accidents 
had recommended bringing the Indiana State Police Display on 
traffic accidents to Winnipeg to be presented at the Red River 
Exhibition. The Public Relations Committee also recommended 
that this would be a good public relations venture and supported 
the Committee on the medical aspects of Traffic Accidents in 
this manner. Good press and television coverage was provided 
and in each medium credit was given to the Association for 
bringing this exhibit here. It is considered that this was a very 
good way to attempt to inform the public that the Manitoba 
Medical Association is taking an active interest in the problems 
of traffic accidents which are a major public health problem at 
the present time. 


Item 4— Canadian Medical Association’s Public Relations 
Committee 

The C.M.A. Public Relations Committee held its Annual 
Workshop in Montreal in November, 1960. Mr. E. L. Telpner 
and myself attended on your behalf, The annual meeting of the 
C.M.A. Public Relations Committee was again held in Toronto 
in April, 1961 and was attended by Mr. R. P. H. Sprague and 
mysel 

I believe that the Manitoba Division’s viewpoint has been 
adequately expressed at these C.M.A. Committee meetings. 


Item 5 — Recommendations 

The Public Relations Committee recommends the continued 
employment of Mr. Telpner on a basis similar to last year as 
Press Relations officer. The Committee further recommends that 
continued efforts be made to produce the television programs 
referred to in a previous paragraph 

Respectfully submitted. 

R. H. McFarlane, 


Chairman. 


Sickness and Accident Insurance 


To the President and Executive of 
The Manitoba Medical Association: 


The past year has been a very active one for this committee 
in the field of Lif Life, Sickness & Accident—and Health Insurance, 
some 15 meetings having been held and I would like to deal 
with the subject matter under the following headings. 
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Group Life Insurance 
The amount of available insurance has been raised from 
$30,000.00 to $60,000.00 and many members by now have 
availed themselves of this increase—issued by the Travelers Life 
Insurance and obtained through your Manitoba Medical Ser- 
vices. To date I understand that many members have purchased 
the increased amount — and any member still wishing to do so 
need only to furnish evidence ad Insurability to be accepted. 
Sickness and Accident 

Group Insurance has this year absorbed most of our activities. 
high cost item—and was ore increasingly so as our 
experience improved, Therefore, » hcg repeated efforts by this 
committee to obtain some alleviation of our problem, no satis- 
factory arrangements were fotthcoming—and it was decided to 
obtain quotations from other leading carriers in the field—for a 
plan, which it was felt, would meet most of the needs of our 
members at the lowest rates available. 

We now have arrived at such a contract which was finalized 
somewhat late to allow circulation of the membership prior to 
the Annual Meeting. However, the particulars will be sent to 
all members with application for enrollment. 

I would like to highlight some of the features: 

1. The rates are extremely reasonable. 

2. The rates are set up on a refund basis—that means that it 
is a participating policy under which favorable experience is 
credited to our group. 

3. All members holding Insurance with our present carrier 
will be covered up to the same amount without evidence of 
Insurability. 

4. The maximum amount of Disability coverage will be 
$1,000.00 per month. - 

5. All members are eligible to age 65 for the 1st enrollment 
year. Thereafter the age is 60. 

6. In order to attract the younger man the rates are calculated 
on an age group basis. 

7. 5 year sickness—Life accident. 

Complete details of the policy will be sent to all members in 

a brochure form. 

Te was not till this plan was finalized that our present carrier 
N.A.L.A.C, having undergone a reorganization in its operations, 
realized their lack of consideration in our negotiations — and 
have now made a new and more satisf adjustment in rates 
amounting to a 25% decrease. However, still do not com- 
pare to the previous plan as outlined. 

Therefore the committee asks that the membership support 
the new plan and as the present policy holders are on an indi- 
vidual basis, the group is not formally cancelled as those that 
wish long term disability insurance can still avail themselves of 
it as long as the group maintains a satisfactory enrollment. 

Health Insurance 

This committee has been asked to study the enrollment of 
Doctors and Dependents in M.MLS. for group medical coverage 
in order that they may purchase extra Health Benefits under 
U.H.LC.L. This is at present under study and will be brought 
back when completed. 

With the increasing participation in our insurance program, 
one part that becomes more apparent the longer this committee 
functions, is that our insurance program is becoming “big 
serious study be given to the appointment of a permanent secre- 
tary, whose function would generally be to supervise a depart- 
ment of insurance in our Association, us to 
become a true group for insurance underwriting and benefiting 
from the increased benefits in that respect. The results of such 
study could be presented to this body at our next Annual Meet- 
ing if such is your favor. 

Respectfully submitted, 

M. J. Ranosky, 
Chai: 


Committee of Nominees to M.M.S. Board 


To the President and Executive of 
The Manitoba Medical Association: 


In compliance with a custom as long standing as M.MS, 
itself, as Chairman, I address some words to you, if possible not 
incongruous to the occasion, and on subjects more or less pertin- 
ent to the pursuits in which we are engaged. M.M.S. continues 
to increase its operations. 

Subscriber enrollment at 31st July, 1960 numbered 366,571; 
at July 31st, 1961, 386,653. iption income and claims 
expense 1 increase. Pro rating is being maintained and 
I hope will continue to be at 85%, administrative 
expenses so far this year are 6.3% compared to 6.65% for 1960. 


The Board has met on eleven occasions since your last annual 
meeting. Attendance at these meetings has been satisfactory and 
in addition members of the Executive, Finance, Public Relations 
and Medical Review Committees have attended numerous meet- 
ings and given freely of their time and experience. 

Two new committees have been formed during the past year, 
one on the recommendation of the former treasurer, Mr. Neaman 
—an Investment Committee. He felt the program should be 
more closely supervised. The Committee has been struck and is 
comprised of well known business men in the city. M.M.S. has 
also been asked by M.M.A. to submit a brief to the Royal 
Commission on Health Services and a committee has been 
formed to prepare a brief. 

The presence of the lay members on the M.M.S. Board is an 
indication of the public interest in our organization. We are all 
pm aman for their long hours of service and their wisdom 


In equal measure thanks is tendered to Dr. MacMaster and 
his entire staff for their outstanding management and their 
loyalty to the Plan. They have a prodigious background of 
knowledge and experience from which we benefit. 

They are developing a system to meet the requirements of 
rapid change in health care. Dr. MacMaster works very quietly 
and unassumingly. He, like one of the speakers, is a fugitive of 
the health scheme in Great Britain. He has the interest of the 
medical profession at heart. This is his primary concern. Tt was 
his suggestion that the plan start “experience rating.” We have 
heard time and time again there has been no increase in fees for 
doctors under M.MS. since 1953. No increase in the fee 
schedule but the over-all rate increase to doctors since that time 
amounts to 20%. This is an inconsequential figure—in dollars 
and cents $7,500,000.00. They were told time and time again 
that we should not put in a sudden over-all iption rate 
increase but do it gradually. This is the mechanism by which 
this increase has been achieved. 

The activities of the Board and its committees have covered 
a vast and varied field. Their general policy has been to develop 
a system that will be responsive to the financial requirements of 
continuing rapid change in health care and deliver definitive 
protection designed to serve the health contingency. 

In all profitable thinking about modern health care one 
central fact is stated or assumed —health plans have become 
public concern. To think of them as a matter of private interest, 
to discuss them chiefly in terms of personal development, is to 
ignore the clear trend of progress. The spread of these plans is 
but the obvious outward sign of a growing conviction covering 
all their endeavours. That conviction was proclaimed some years 
ago and has become a guide to action—the conviction that the 
community has a vital stake in the health of every citizen. Your 
personal sponsorship of and co-operation in this corporation is 
magnificent proof that you recognize this trend. 

M.MSS. is alert to the need for observation, experimentation 
and the careful formulation of new principles for pre-payment. 
It has assumed the initiative and leadership in this field and is 
any | involved in advancing what is necessary to have the 

of plan we need and want in Manitoba. Those of you who 
pi the M.MS. Newsletter will appreciate that i in the past few 
months M.M.S. has 


Rabson indicated, 
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that expansion in our coverage will be possible and some defects 
in the scope of coverage offered will be closed. 

The subsidiary insurance company U ¥LL.CLL. is now in a 
position to sell extended health benefits in addition to semi- 
private en coverage and the sale of these contracts is 


Aftiketion with the major prepaid national and international 
organizations continues. These are T.C.M.P., Blue Shield and 
the Western Conference of Prepaid Medical Secvice Plans. Dr. 
MacCharles, President-elect of C.M.A. is Chairman of the 
Board of T.C.M.P. Dr. MacCharles is on the Committee pre- 
paring the Brief on Health Services. 

Representatives from your Board have attended various 
meetings of these organizations during the past year 

The new office building at Polo Park was occupied on 
January 6th of this year. The expanded facilities will permit of 
more efficient operations. To all familiar with the neuen 
in the Osborne Street building, it is nothing short of miraculous 
that the administration could function at such a reg level of 
efficiency in such cramped quarters. There has been some 
discussion and raising of eyebrows about the size of the building. 
It is larger than we need but this was done with a purpose, with 
the extension of M.M.S. and enlargement of the subsidiary that 
more room would be required. Those of you who have been in 
the Board Room, it seems large, but this was done with a purpose 
as well. It was hoped that M.M.A. Executive would hold their 
meetings there and any Sections that wish to utilize the facilities 
of the Board Room are welcome to do so, and in this way feel 
closer to the M.M.S. The simplest way is to let Dr. MacMaster 
know the date you would like to use the Board Room and it 
will be put at your disposal. 

The Board meets on January 27th, 1961 for the next medical 
members meeting, and if there is anything controversial about 
MM.5., it is hoped that it will be brought up at that time and 
not this. evening 
a — report “highlights some of the operational details of 


Respectfully submitted, 
D. N.C. McIntyre, 
Chairman. 


Results of the 1961 Elections 
President: 
Dr. K. R. Trueman, Winnipeg 
Ist Vice President: 
Dr. K. I. Johnson, Pine Falls 
2nd Vice President: 
Dr. L. R. Rabson, Winnipeg 
Honorary Secretary: 
Dr. F. W. DuVal, Winnipeg 
Honorary Treasurer: 
Dr. D. L. Kippen, Winnipeg 
Winnipeg Members at Large: 
Dr. R. E. Beamish, Winnipeg 
Dr. A. C. McInnis, Winnipeg 
Rural Members at Large: 
Dr. V. J. H. Sharpe, Brandon 
Dr. C. M. Thomas, Portage la Prairie 
Senior Membership, C.M.A. 
Dr. I. O. Fryer, Winnipeg 
Dr. F. G. McGuinness, Winnipeg 
Nominees to the M.M.S. Board, 
Three-year term from March, 1962. 
Dr. W. D. Bowman, Winnipeg. 
Dr. R. L. Cooke, Winnipeg 
Dr. A. T. Gowron, Winnipeg 


PLEXOMAL FORTE® 


FOR REFRESHING, 
RESTFUL SLEEP 


Composition: 
Dihydroergotamine-Sandoz 0.48 mg. 
Scopolamine hydrochloride 0.24 mg. 


Sodium barbital 135 mg. (2% gr.) 
Sodium phenobarbital 45 mg. (% gr.) 
Sodium Sandoptal 75 mg. (1% gr.) 


Properties: The synergistic effect 
of this combination is so great 
that excellent sedation is ob- 
tained with minimum doses of 
the individual ingredients. 


Plexonal Forte acts rapidly, 
evenly and without causing side- 
effects or after-effects. Can be 
used over a prolonged period of 
time without loss of effective- 
ness. Habituation has not been 
observed, and patients usually 
require smaller doses as they 
improve. 


Indications: All conditions of 
C.N.S. stimulation, except se- 
vere paroxysmal conditions re- 
quiring parenteral treatment or 
psychotic conditions requiring 
Mellaril. 

Average Dosage: 1 tablet before retiring. 
Available: Plexonal Forte—bottles of 

50, 250 and 1000 tablets. 


Plexonal Forte Suppositories 
—boxes of 6 and 30. 


SANDOZ 
PHARMACEUTICALS 
DORVAL, P.Q. 


SANDOZ 
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Are You Under 65? 


If you are, you will be interested in the .. . 


New Group Sickness & Accident Plan 


Offered by the Great-West Life Assurance Company 


This Plan Highlights . . . 
@ Lowest Possible Rates 


@ Maximum Benefits 


@ The Following Features: 


1) Ist Day Sickness for Hospital confinement — 31st day for 
non hospitalized illness — Maximum 5 years. 


2) 1st Day Accident — payable up to age 65. 
3) Maximum benefits up to $1,000 monthly. 


4) At least $200.00 monthly protection offered without 
medical evidence of insurability. 

5) All members having present Sickness and Accident Policies 

are eligible for an equivalent amount in the new plan, 

without evidence of insurability. 


Further details of the plan and application will be mailed 
shortly. You are urged to support your Association 
Sponsored Plan. 


M. J. RANOSKY, 
Chairman, 
Insurance Committee. 


HOSPITAL MEETINGS 
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from the 
mother’s point of view 


S-M-A keeps her baby healthy and thriving. Preparation requires only the 
addition of water—convenient and uncomplicated—using either S-M-A 
Powder or the new Liquid S-M-A. And S-M-A is economical—costs no more 
than a penny an ounce. 


From the doctor’s point of view, S:M:A provides a balanced diet of all 
known essential nutrients to promote health and growth. There’s no problem 
of changing measurements, no risk of mother’s forgetting supplementation. 
complete formula—compares closely with human milk in 


percentages of protein, fat, milk sugar and ash. 


Food Formula for Infants 
Powder « Liquid 
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Social News 


Are holidays worth it? Wonderful trip, wonder- 
ful grandchild, good weather — mostly — gorgeous 
Eastern scenery, but wow, the catching up of work 
since getting back! Also missed out on a month 
of “gossip” so if you are ignored, I am sorry. 

Quote from the Medical Students Journal .. . 


“Dr. M. Fraser, (Biochemistry), Dr. Nickerson, 
Labella, Lowenthal and Parma, (Pharmacology 
Dept.) attended the Fifth International Congress 
of Biochemistry, August 10-16 in Moscow and later 
the First International Pharmacology Meeting in 
Stockholm.” 

Ww 


“Dr. J. Hildes, (Physiology), joined an inter- 
national team of Physiologists for an expedition to 
the Kalahari Desert of South Africa, to study cold 
tolerance in the local Bushman habitants.” 

W. B. MacKinnon, M.D., Ch.M., F.R.C.S.(C) 
announces removal of his offices from Broadway 
Ave. to 532 Medical Arts Bldg. Practice limited to 
hospital and referred work in Orthopaedic Surgery. 

C. A. Melanese, M.D. recently associated with 
Dr. R. M. Ramsay, announces the relocation of his 
office to 419 Graham Ave. (Halter Bldg.). Ophthal- 
mology and Ophthalmic Surgery. 

The Mall Medical Group announces the associa- 
tion of Cyril I. Woolf, F.R.C.S. in Otolaryngology, 
280 Memorial Blvd., Winnipeg. - 


C. F. Benoit, M.D. announces the relocation of 
his office from 385 River Ave. to 419 Graham Ave., 
Winnipeg. Ophthalmology and Ophthalmic Surgery. 

* 

Harvey Chochinov, M.D. recently Senior Regis- 
trar at the Hammersmith Hospital and Postgraduate 
Medical School of London, Eng. announces the 
opening of his office for the practice of General 
and Traumatic Surgery at 318 Medical Arts Bldg., 
Winnipeg. 

Welcome to the building, Harvey — and good 
luck. 

* 


The Winnipeg Clinic announces that Edward 
F. Anholt, M.D. has joined the Department of 
Ophthalmology. 


Dr. Gerhard Friesen, who has been a fellow in 
Surrery in the Mayo Foundation in Rochester, 
Min:.2sota, has left that city and will be located in 
Fort Garry, Winnipeg, Canada. 


Reported by K. Borthwick-Leslie, M.D. 


On October 21st, Westminster United Church 

was the site of the marriage of Mary Irene Sains- 

bury to Dr. John Douglas Moore Miller. A recep- 

tion was held at Viscount Gort Motor Motel, where 

Dr. J. B. Cram proposed the toast to the bride. Dr. 

and Mrs. Miller will reside in Edmonton, Alberta. 

To our youngest members — happy days and 
nights: 

Dr. and Mrs. C. M. Burns announce the birth of 
Roger Bryan on October 23, 1961. 

Dr. and Mrs. Harold Standing announce the 
arrival of Carol Joan on October 24th, 1961 at 
Thompson, Man. 

Dr. and Mrs. Sidney Blumenthal are pleased to 
announce the birth of Susan Cristall on October 
21, 1961. 


Dr. and Mrs. G. N. Willson, Flin Flon, Man., on 
Sept. 11, 1961 welcomed Barbara Louise, sister for 
Mark, David, Blake, Richard, Tein, Paul and 
Daniel. Welcomed for sure! 

Dr. and Mrs. R. K. Watson announce the birth of 
Linda Gail on October 30, 1961. 

Dr. and Mrs. M. C. Kovacs, a son, Mark John, on 
Sept. 22, 1961. 


Dr. and Mrs. B. M. Carleton announce the arrival 

of their second son, Craig, August 25, 1961. 

Dr. and Mrs. W. G. Lamberd welcomed on Sept. 

11, 1961, Susan Elizabeth, baby sister for Alison. 

Dr. and Mrs. Ashley Thompson, announce the 

birth of Kathryn Gwen on Sept. 27, 1961. 

Dr. and Mrs. Sasynuik of Birtle, Man. announce 
the arrival of Lesia Ann on October 24, 1961, a 
sister for Johann and Michelle. 

* 

Dr. and Mrs. Morley Sutter welcomed their 

daughter, Frances Michelle, October 21, 1961. 

Dr. and Mrs. Pat McGarry, on October 15, 1961, 

daughter, Anne Bernadette. 

Dr. and Mrs. Jean-Marie Huot, a son, on Sept, 11, 

1961. The child, fifth in line is named Jean-Marc. 
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Detailmen’s Directory 
Representing Review Advertisers in this issue, 
whose names are not listed under a business 
address. 


Abbott Laboratories 


Alan (Al) M. Grant AL 6-0125 
Bruce Hunter ...... "er. GL 2-5263 


Arlington-Funk Laboratories, division 
U.S. Vitamin Corp. of Canada, Ltd. 


Bristol Laboratories of Canada Ltd. 

British Drug Houses 

W. S. Langdon GL 3-1325 

H. Harvey . TU 8-2094 

DW. VE 2-0256 
Ciba Company Ltd. 

AL 3-1733 

Richard Loewen ....... ED 9-3135 

Gordon L. Cloak (Brandon) ............... PA 9-2710 
Connaught Medical Research Laboratories 

Frosst, Charles E. 

E. R. Mitchell ............. HU 9-6164 

J. Fedorak VE 2-2028 
Hoffman-LaRoche Limited 

Paul E. Prendergast ....................2.......- AL 3-1962 


ACADEMY ROAD AT QUEENSTON STREET 
HU 9-1155 HU 9-5989 


PHARMACISTS 
L. F. Munroe C. G. Brigden 
R. A. Duff D. J. Berryhill 
G. H. Edmonds 


Horner, Frank W. Limited 

GL 3-6820 
Lederle Laboratcries 

ED 9-2681 
McNeil Laboratories of Canada Ltd. 

Merck, Sharpe and Dohme (Canada) Ltd. 

Noel J. Pritchard GL 2-6880 

AL 3-5767 
Nadeau Laboratory Ltd. 

Andrew Desender GR 4-2831 
Ortho Pharmaceutical Corp. 

Don MacDonald .... AL 3-4261 
Poulenc Limited 

Searle & Co., G. D. 

4-0989 

Swift Canadian Co. Ltd. 

Winthrop Laboratories 

Wyeth & Brother, John 


SNELL’S DRUG STORES 


GRANT AVENUE AT NIAGARA STREET 
GL 3-6239 (two phones) 


HOURS 
9 A.M. to 10 P.M. Weekdays 
Noon to 10 P.M. Sundays 
Outside above hours please call HU 9-2962 
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North of 53 
District 


Four cases of ba- 


Brandon District 

The only reports 
received were of 
15 cases of infec- 
tious hepatitis. 


cillary dysentery 
were reported and 
two cases of infec- 
tious hepatitis. 


Northwestern District 
There were eight cases of infectious 
hepatitis, one bacillary dysentery, 
one pertussis and one: scarlet fever. 


Northern District 
Reports were received of four cases 
of infectious hepatitis, one bacillary 
dysentery and one brucellosis. 


Central District 


Twenty - seven 
cases of infectious 
hepatitis were re- 


cases of bacillary 


DEPARTMENT OF HEALTH & PUBLIC WELFARE 
NOTIFIABLE DISBASE PICTURE 


"LIST OF DEATHS FROM NOTIFIABLE DISEASES 
September, 1961 
URBAN: Cancer, 73; Diarrhoee & Enteritis, 1; Pneumonia Lobar (as). 
2; Pneumonias (other forms), 14; Other deaths under 1 year, 23; 
Other deaths over 1 year, 194; Stillbirths, 19. Total, 326. 
RURAL: Cancer, 22; Diarrhoea & Enteritis, 4; Jaundice (infectious), 1; 
Pneumonia Lobar, 1; Pneumonias {other forms), 3; Tuberculosis, 1; 
Unspecified forms of Dysentery, 1; Other under 1 year, 12; 
Other deaths over ] year, 112; Stillbirths, 9. Total, 166. 


INDIANS: Diarrhoea & Enteritis, 1; influenza, 1; Unspecified forms 
of Dysentery, 17 Other deaths under 1 year, 1; Other deaths over 1 


year, 5. Total, ? 
Unorganized Miscellaneous 
Two cases of paratyphoid B fever were reported. There 
were six bacillary dysentery, six infectious hepatitis and 
one food poisoning. 
General 


Generally speaking there was no great prevalence of 
communicable disease, however, infectious hepatitis is 
still being reported in very large numbers. There were 
94 cases reported in the prevince during a four-week 
period. This brings the total for the year up to October 
7th to 661. Bacillary dysentery is also unduly prevalent 
with 62 cases being reported during the month. Most 
of these were from the city of Winnipeg. At the date 
of writing, further reports have been received of out- 
breaks at Grand Rapids and also at Hodgson, where 
treaty indians in particular are being affected. To date 
there have been 306 reported cases of dysentery in the 
province. The most important feature of the current 
report is the outbreak of diphtheria in the north part of 
the city of Winnipeg. At the date of going to print there 
have been 17 proven cases and a number of contacts. 


Winnipeg District 
Three cases of diphtheria were re- 
ported — these all occurred in the 
north-end of the city. These cases 
occurred in two girls and a boy of 
pre-school age. None of them had 
received preventive immunization 
against the disease. Reports were also 
received of 35 cases of bacillary 
dysentery, 2 cases of food poisoning, 
32 cases of infectious hepatitis, 1 
pertussis and 5 scarlet fever. 


six 


Southern District 
No reports were received. 
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Phone WH3-3227 + A Complete Optical Service 


Position Wanted 


Canadian Graduate, age 31, married, com- 
pleting training in specialty of general 
surgery at a Western Canadian University; 
desires employment in Winnipeg with a 
surgeon or group or single doctor. 

For further particulars please write to Box 
701, Manitoba Medical Review, 601 Medical 
Arts Bldg., Winnipeg 1, Manitoba. 


BRENDAN O’BRIEN'S 


GREY CUP 
Jamaica 
Holiday 


Via TRANS-CANADA AIR LINES 
DEPARTING WINNIPEG, NOVEMBER 17 
14 DAYS ALL INCLUSIVE — ONLY $469.00 
Meals — De Luxe Hotels — Sightseeing in 
Kingston — Ocho Rios — Montego Bay 
returning to Toronto November 30, for the 
BIG GAME December 2, ask for free folders 
also information on HAWAII and MEXICO! 
The BEST value in Western Canada! 
Book Now! it’s later than you think! 


DOCTORS! “For any trip large or small we handle 
them all,” use our free a and Delivery 
Service . . . Call 


O'BRIEN TRAVEL SERVICE 
Polo Park SP 4-5488 


We Welcome Country Inquiries 


Doctors’ and Nurses’ Directory 
616 Broadway Avenue, Winnipeg 1, Man. 


24-Hour Service 
Phones: Victorian Order of 
Doctors’ — SU 3-7123 Nurses — Night calls, 
Nurses’ — SP 2-2151 Sundays and 
Registered Nurses Holidays 
Practical Nurses Phone SP 2-2008 
Dental Emergency Service 
P. BROWNELL, Reg. N., Director 


Temporary Assistant Required 


Wanted: Temporary Assistant, preferably 
married, from November list, 1961 to March 
15th, 1962. Salary $500.00 a month with free 
furnished flat and use of car. Apply: Dr. A. 
H. Bartley, Box 369, Winnipegosis, Manitoba. 


General Practice for Sale 


Practice in the very attractive Residential 
Town of Burlington, population 50,000. Offices 
equipped with X-Ray, E.G.G. ‘Laboratory 
facilities. Gross income 1960, $30,000. Selling 
complete with fully furnished offices and 
equipment, for Cash Sale, $10,000. Leaving 
because of ill health. Apply: Dr. Wm. B. 


Kenny, 2278 Lakeshore Rd., urlington, Ont. || 


IF YOU ARE INTERESTED IN 


CONTACT LENSES’ 


Before you purchase Contact Lenses call and 
allow us to inform you of the necessary steps 
that should be taken before these lenses are 
purchased. 


RAMSAY-MATTHEWS LTD. 
GUILD OPTICIANS 


103 Medical Arts Bldg. Phone WH 2-3523@ 


STEWART N. KING LTD 
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